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PREFACE 


Contemporary approaches to psychopathology reflect a sub- 
stantial disatisfaction with classical attempts to explain psychic 
suffering as simply a clash between human drives for libidinal 
and aggressive satisfactions and societal pressures for the repres- 
sion and sublimation of these innate forces. Many of the most 
influential theorists in clinical psychology and psychiatry today 
have shifted away from an exclusive reliance on classical drive 
theory and have become concerned with the fundamental sound- 
ness of psychic structure. There are certain semantic and con- 
ceptual differences among these theorists. Some are concerned 
primarily with the integrity of the ego and its subsystems, others 
speak of problems in the formation and sense of identity, and 
still others describe disturbances in the cohesion and vitality of 
the self. Even so, the body of work they have produced is tre- 
mendously valuable in understanding adult children of alco- 
holics. These patients often have great difficulty in making 
satisfying adjustments in love and at work, but they do not 
usually exhibit a classically neurotic pattern of emotion and 
behavior. 

Those who enter psychotherapy tend to present a cluster of 
difficulties that suggest an inability to maintain adequate self- 
esteem and firm psychological boundaries. Their histories are 
typically marked by a failure to establish and sustain construc- 
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tive intimate relationships and vocational commitments, and 
by self-destructive psychic enmeshments with parents and 
deeply disturbed partners. Their inability to separate from their 
troubled families, or to realize their intellectual and emotional 
potential, and their subjective feelings of worthlessness, hope- 
lessness, emptiness, futility, and unreality do not suggest conflicts 
between drive and the requirements of conscience and social 
survival. Rather, they point to specific impairments of the self 
and its relationships to significant objects. 

Alcoholic parents are unreliable and unpredictable. Since they 
suffer from a disease characterized by massive denial, they are 
also often dishonest. Alcoholics, and their enabling spouses, cre- 
ate a family structure that tends to be unstable, empathically 
depriving, exploitative, neglectful, and in many cases, abusive. 
Such conditions can be expected to interfere substantially with 
the normal, healthy development of the self and object rela- 
tionships. The principal purpose of this book is to describe the 
particular kinds of damage to the self structure in children of 
alcoholics that lead to severe dysfunction in adult life, and to 
outline clinical strategies that can lead to the restoration and 
regrowth of the self in these patients. Object Relations theory, 
and Heinz Kohut’s Self Psychology, are used to illuminate the 
conflictual lives of adult children of alcoholics, and to devise strat- 
egies of treatment that may be helpful in releasing them from 
the infinite loop of disappointment and failure that is so often 
fashioned out of their parents’ illness. 

Chapters 1 and 2 describe the general problem of co-depend- 
ence in addicted families and the extreme difficulties that many 
adult children encounter as they attempt to adjust to the com- 
plex demands of adult life. Chapter 2 explores the work of the 
writers who have done the most to alert us to the special prob- 
lems of adult children: Claudia Black (1981), Sharon Weg- 
scheider (1981) and Janet Woititz (1983). 

Chapter 3 discusses the work of major Object Relations the- 
orists and of the founder of Self Psychology, Heinz Kohut. Spe- 
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cial attention is given to Kohut’s work, and to that of the British 
Object Relations theorists. Their eloquent and comprehensive 
effort to describe and explain the clinical picture associated with 
the distortion of core structures in the psyche is invaluable to 
developing a clinical understanding of the problems of identity, 
intimacy, and self-esteem in adult children. In chapter 4, I dem- 
onstrate the usefulness of the Object Relations perspective and 
Self-Psychology by applying key concepts from these theories to 
cases from my own clinical practice. 

Chapter 5 outlines the strategies proposed by the British the- 
orists and by Kohut for the restoration of damaged psychic struc- 
ture and the further development of a self whose growth has 
been severely stunted by early and ongoing environmental fail- 
ure. These strategies are used in chapter 6 to construct a model 
for the psychotherapeutic treatment of adult children of alco- 
holics. Chapter 7 explores the problems that adult children face, 
when, as mental health professionals, they attempt to treat other 
members of chemically dependent families. 

This book makes extensive use of case material from my prac- 
tice, and from the work of colleagues and supervisees. Some of 
this material takes the form of brief clinical vignettes. Four of 
my patients are presented in considerable detail. These people 
are introduced in chapter 3, and reappear throughout the text 
as events from their lives or our work together become relevant 
to a particular theoretic or strategic principle under consider- 
ation. I have sacrificed something in the matter of variety with 
this approach, and certainly, it must also be said that there is 
no prototypical adult child and the nature and intensity of symp- 
tomatology may vary widely from individual to individual. But 
I hope that by examining the conflicts of four representative in- 
dividuals so closely, I will come close to my goal of providing 
an in-depth analysis of the structural anomalies in the psyche 
that are the basis of so many problems in the lives of adult 
children of alcoholics. 


ACKNOWLEDGMENTS 


I was introduced to Object Relations theory and Self Psy- 
chology while attending classes at the Association for Psychoan- 
alytic Study in Washington, D.C. I am grateful for the 
comprehensive course of study provided by the Association and 
for their educational philosophy, which encourages the open, 
lively exchange of ideas. My experience with the Association 
deepened and broadened my foundation in theory, enhanced my 
ability to integrate systems of psychological thought, and built 
my confidence in myself as a theoretician and writer. In a very 
real way, it made this book possible. I am especially indebted 
to Dr. Rochelle Kainer, a co-founder of the Association, who has 
done so much, for so many years, to free my own true self for 
creative work. 

Another co-founder of the Association, Dr. Susannah Gour- 
evitch, read the final draft of this text and I am grateful for her 
generous investment of time and for her comments which, as 
always, were rich with both significance and fine detail. 

My colleague, friend and fellow graduate of the Association, 
Dr. Rosemary Segalla, also gave the book a wise and thorough 
read. I am thankful for her professional support for this project, 
and for her humor and charm, which always make even hard 
work feel like play. 

The Chevy Chase Psychological Center, to be renamed Be- 


X1V Acknowledgments 


thesda Psychological Center in 1987, is now three years old. My 
co-founder, Dr. Monica Callahan, and I, did our first group for 
adult children of alcoholics together four years ago, after meet- 
ing at the Association for Psychoanalytic Study. It seems that 
we have done a lot of learning together, about the human mind 
and adult children and creative endeavor. I am grateful for her 
knowledgeable and enthusiastic support of my writing, for her 
professional adventurousness and for all the times she has 
helped me think through or tough out a clinical or theoretic 
dilemma. 

Many before me have observed that the greatest knowledge is 
gained through teaching. Dr. Lorraine Wodiska is surely the 
student from whom I have learned the most. Observing and 
discussing her work with adult children of alcoholics has been 
intellectually inspiring to me, and fun. 

This book began in the mind of my editor, Kitty Moore. I am 
grateful for her vision, and for her ability to manage both this 
book and its author with the gentleness and keen insight of a 
natural therapist. 

Many dear friends carried me over the periods of strain and 
self-doubt that attend creative effort. Dr. Mary Ann Hoffman, 
Nona Kuhlman, Dr. Fred Risser, Dr. Damon Silvers, and Pamela 
Pagliochini—thank you for listening and believing. 

A very belated thank you is due Dr. Thomas Magoon, who 
taught me so many important lessons, several years ago about 
professional writing. Those lessons continue to serve me well. 

The contributions made to this book by my husband, Phil Ray, 
are impossible to fully recount. They are both personal and 
professional, and they began a long time ago. Phil recognized 
my love of writing and psychological theory before I did and 
made many sacrifices of time and self-interest so that I might 
attempt to make a significant contribution in this area. He pa- 


Acknowledgments XV 


tiently read and reread draft after draft of this text. His wisdom 
has informed and enriched the final product just as his love, 
strength, and courage have enriched all of my work and all of 
my life. 


I 


ALCOHOLISM AND 
CO-DEPENDENCE 


Te PREVALENCE of addictive disorders in the 
United States today challenges mental health professionals in 
complex and frustrating ways. Current research and theory in 
this field are concerned principally with unlocking the riddle of 
psychic and physical compulsion, but the solution remains elu- 
sive. We are confronted with the likely, and intimidating, pros- 
pect that there are many addictions—just as there are many 
cancers—and that treatment must be creatively tailored to in- 
dividual need and circumstance. 

As professional interest in the addictions increases, while the 
literature that forms our foundation of knowledge about this 
problem expands, practitioners of clinical psychiatry and psy- 
chology are recognizing what the “Anonymous” organizations 
have understood for years: The debilitating effects of alcoholism 
and other chemical dependencies are not confined to the ad- 
dicted individual alone. Spouses, parents, children, even friends 
and colleagues of addicts, may suffer a progressive psycholog- 
ical, emotional, and spiritual deterioration that mirrors that of 
their chemically dependent loved one. The phenomenon of “co- 
dependence” is now accorded an attitude of respect and concern 
in the literature and in the consulting room, and this is as it 
should be. 

It should come as no real surprise that entire families fall ill 
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when one member develops a chronic dependence on psychoac- 
tive chemicals. After all, any severe, long-term illness tends to 
preoccupy a family and create an atmosphere of tension, anxiety, 
and conflict. Chemical dependency is especially problematic in 
this regard, since it is so little understood in general, and so 
badly misunderstood by the lay community and so many mem- 
bers of the medical and mental health professions as well. Fam- 
ilies experience intense shame about addictive problems, since 
they mistakenly believe that compulsion is a moral failing. This 
shame causes them to isolate themselves from potential sources 
of support, comfort, and assistance. Furthermore, when spouses, 
parents, or children from chemically dependent families do 
reach out for help, they often receive advice that is bad or con- 
fusing in that it conflicts drastically with the judgments proffered 
by some other authority. Or they may receive no advice at all. 
For these reasons, addicted families turn in on themselves, and 
struggle all alone to contain and subdue an affliction that they 
do not understand. In most cases they sink more and more deeply 
into the problems created by the illness, and are consumed by 
them. 

The dependent individual usually suffers the most obvious 
deterioration, since chronic heavy use of most psychoactive 
drugs exacts a substantial physical toll. This is especially true 
when the drug of choice is alcohol, a substance that is so pro- 
foundly devastating to all the major organ systems of the body. 
The psychic devastation of addiction is equally profound, how- 
ever, as the addict's available mental energy becomes increas- 
ingly organized around the pursuit and use of chemicals, and 
the need to preserve his or her failing self-esteem by denying 
and compensating for the progressive loss of control. 

The pain of a spouse, or parent, may be less immediately 
visible, but it is no less severe. Though these unhappy people 
are spared the direct physical consequences of addiction, they 
likely suffer from one or more psychosomatic conditions that 
are caused or aggravated by chronic stress. They may also be 
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physically abused by the addict, who is intermittently and pro- 
gressively stripped of normal inhibitions against violent behav- 
ior. They almost always suffer great emotional abuse from the 
addict, who unconsciously defends against the humiliation and 
terror of loss of control by blaming it on the people closest at 
hand. Saddest of all, the lives of spouses and parents are often 
diminished, year after year, by a vain, preoccupying effort to 
control and hide what can never be truly “controlled” and what 
is rarely capable of being concealed from any sensitive, relatively 
objective observer. 

In the end, however, it is the children of alcoholism and other 
drug dependencies who are the most tragic victims of this dis- 
ease. Since their parents are, in most cases, devoted to con- 
cealing what they consider to be a shameful problem, and since 
the medical and mental health professions have only just begun 
to discover the problem of co-dependence, children are usually 
silent victims as well. The varied and severe forms of disability 
that are common to this group often go unrecognized and un- 
treated, or are, in many cases, misdiagnosed and inefficiently 
treated. Yet, the portion of their suffering that is directly at- 
tributable to their parents’ problems is very great. 

Children, like other co-dependents, are emotionally abused, 
frequently neglected, and often physically victimized by ad- 
dicted parents. The nonaddicted parents are frequently too 
psychologically debilitated to serve as a barrier to the 
destructiveness of the alcoholic or drug-dependent parent. Chil- 
dren are keenly aware that the drinking and drugging of their 
parents are threatening not only to their parents’ lives but to 
the integrity of the family as well; and their terror of losing their 
parents is made nearly unbearable by their recognition that they 
are relatively helpless without competent adult support. The 
unpredictability of the physical and psychological environment 
is enormously disturbing to children since they usually have no 
chance to escape from the family. Moreover, as children, they 
do not have the mental and emotional maturity which would 
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help them to reject responsibility for their parents’ problems. 
For all of these reasons, a child’s distress over a parent's chem- 
ical compulsion will be even greater than that of other co- 
dependents. 

This book is about the torment that children experience in 
alcoholic homes, and how it affects their psychological devel- 
opment and their adjustment to adult life. The curious silence 
surrounding this subject has been broken in recent years by the 
publication of books by Sharon Wegscheider (1981), Claudia 
Black (1981) and Janet Woititz (1983). These authors poignantly 
describe the suffering of children who grow up with an alcoholic 
parent and find themselves so encumbered by parental needs 
that they cannot proceed normally toward the development of 
satisfying adult commitments to love and work. These three 
women have provided us with an invaluable topographic model 
of the problems faced by children of alcoholics. Yet their pi- 
oneering effort should not be viewed as an end in itself. Rather, 
it should be regarded as the leading edge of a new movement 
in the study of the phenomenon of co-dependence. It is my hope 
that this book will constitute a credible beginning for the second 
phase of this new movement. It attempts to do so by initiating 
a deeper probing of the problems experienced by adult children 
of alcoholics; one that ties observations made in the field to an 
existing body of literature concerning the normal and patho- 
logical development of the self and its relationship to others. 

I must emphasize that this book can be only a beginning. Since 
my clinical practice is limited to adult patients, it is “adult 
children” of alcoholics who are the subject of this work. I do 
describe the environmental and psychic events that proved most 
critical in my patients’ early lives, but I address neither the 
crucial issue of early intervention in the lives of co-dependent 
children nor the possibility that there may be differences be- 
tween adult children of alcoholic parents and adults who grew 
up in homes where there was compulsive use of other psychoac- 
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tive chemicals. Most of my own patients were reared in alcoholic 
homes, and I have not noticed substantial differences in the 
problems experienced by the small numbers of people I have 
treated whose parents abused, or were addicted to, other drugs. 

Al-Anon, the twelve-step, self-help group that is the family 
arm of Alcoholics Anonymous, can play a crucial role in the 
recovery programs of adult children of alcoholics. I always rec- 
ommend that my patients attend these meetings regularly. Life 
in the alcoholic home can destroy one’s belief in the constructive, 
healthful potential of human relationships, and Al-Anon, like a 
good psychotherapy, restores this faith. Since my purpose in 
this book is to describe the formal psychotherapeutic process 
with adult children, I do not describe in detail my patients’ 
experiences in Al-Anon. However, I believe that attendance and 
intensive participation in this group always significantly im- 
proves an adult child’s chances of escaping the vicious cycle of 
an alcoholic lifestyle. I do find that many, hurt and frightened 
by the destructive intimacy of the alcoholic family group, are 
loathe to take a chance on any new group, and that psycho- 
therapy must lay down a foundation of trust that will permit 
eventual participation in Al-Anon. 

Other forms of group support and group psychotherapy have 
often been instrumental to my patients’ recovery. Bethesda Psy- 
chological Center now offers several short- and long-term groups 
that focus on the special problems and needs of adult children. 
I have chosen not to describe this type of intervention here. Once 
again, most of the adult children I have treated were unwilling, 
and, I think, unable to participate in group psychotherapy prior 
to a period of structure-building and trust-inspiring individual 
treatment. 

This book is intended primarily for psychotherapists who treat 
adult children of alcoholics in their practices. It does not de- 
scribe a program of self-help for adult children, though it may 
help them to understand the roots of many problems they face. 
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The reader interested in developing a program of self-help may 
wish to consult recent texts by Gravitz and Bowden (1985) and 
Whitfield (1987). 

A final caveat: The suffering of many adult children seems to 
be made greater by their sense that the professional mental 
health community, now that it acknowledges their problems, 
recognizes only their debilitation and never their considerable 
strengths as people. Certainly, in this book, I am mainly con- 
cerned with the curtailment of psychological and emotional de- 
velopment that can be traced to parental alcoholism. Though 
my focus is on the “pathology” of the adult child, I firmly believe, 
however, that even the most disturbing symptoms seen in these 
patients—panicky, schizoid flights from objects, for example, or 
aggressive assaults upon them—reflect only an indomitable and 
courageous will to survive the unnatural, unhealthy, and ter- 
rifying experience of parental neglect and brutality. This is an 
idea of Heinz Kohut’s that is essential to an understanding of 
adult children: Symptoms are but the effort of the embattled, 
intact core self to protect itself from threatened destruction. 
They are adaptive in that they have enabled the individual to 
emerge, scathed but capable of recovery and regrowth, from 
childhood. My intention was to write of the pain that is neces- 
sarily a part of this sort of desperate struggle for psychic sur- 
vival, but I hoped to describe, as well, the qualities of 
determination and courage in adult children that enable them 
to bear this pain and even more, to bring it to a constructive 
resolution. If I have failed at the latter, the fault is mine, and 
not theirs. 


2 


CO-DEPENDENT CHILDREN: 
CAUGHT IN AN 
INFINITE LOOP 


Ta CONCEPT of the infinite loop comes from the field 
of computer science and refers to a programming error that leads 
to the perpetual and unsuccessful recapitulation of an algorithm, 
or problem-solving procedure. This is an apt metaphor for the 
lives of adult children of alcoholics, who seem to possess, as the 
unwanted legacy of their childhood experience, an irresistible 
attraction to an alcoholic lifestyle. This lifestyle may include 
compulsive drinking and drugging, ongoing destructive involve- 
ments with drinking, drugging, or enabling parents, and the 
acquisition of new life partners who reprise the important 
psychic themes of the childhood home, including instability, 
exploitation, dishonesty, and betrayal. 

Wegscheider (1981) and Black (1981) examined the way in 
which children of alcoholics often seem to be trapped in self- 
destructive patterns that are either prescribed or modeled by 
their dysfunctional parents. They noted that children from al- 
coholic families defend against the instability and aggression 
that characterize these households by adopting certain “roles.” 
These roles serve to bring some semblance of predictability to 
the family and to one’s emotions, which, if openly expressed, 
might shatter the child’s self-esteem, as well as the fragile family 
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structure. Wegscheider suggested that the most common roles 
include the family hero, the scapegoat, the lost child and the 
mascot. 

Many authors have tried to convey the flavor of these four basic 
character structures. The hero is usually described as a highly 
conforming, high-achieving, “good child” who seeks to redeem 
the failing family, and to justify his or her own existence through 
great accomplishments and noble deeds. Family therapists 
might also call this individual the “parental” child; the child 
who assumes, or is forced to assume, an inordinate amount of 
responsibility for the siblings and the household in general. The 
unconscious goal of the family hero is to be so good that the 
drinking parent will be filled with pride and good feelings, and 
be thereby empowered, or persuaded, to stop drinking and be- 
come a fully functioning member of the family once again. Since 
this end is actually beyond the hero's ability to effect, it is usually 
doomed to failure, and so is the hero. Whatever victories this 
child may win in the larger world outside the home, the early, 
crushing loss in the battle with a parent’s alcoholism seems to 
leave an indelible mark on the hero’s character. The hero is 
haunted by a sense that nothing that has been accomplished is 
truly satisfying, or really enough. He or she may be driven to 
heap one worldly success upon another, in a vain effort to quiet 
this nagging sense of inadequacy and irresolution. 

The hero is usually the first-born child. The second child, who 
finds that the family has already expended its limited capacity 
to nurture a child on the hero, may cope with disappointment 
and feelings of loss by rebelling, taking frightening physical 
risks, and, in many cases, by engaging in outright delinquent 
behavior. In some cases, it seems that only acts of destructive- 
ness are capable of answering the emptiness of these “scape- 
goats, by helping them to reclaim a portion of the limelight 
that the hero has usurped. 

The lost child retreats from the world of interpersonal rela- 
tionships into an inner world of fantasy and self-preoccupation. 
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The mascot is the “class clown,” who, like the hero, seeks po- 
sitive attention and tries to reduce the feeling of active strain 
in the family by creating an atmosphere of warmth and well- 
being. Wegscheider referred to this child as “a Pagliacci hiding 
his own pain behind a permanently painted grin” (1981, 140). 

While it is usual for a particular role to dominate the character 
of a particular child, aspects of all four roles may be seen in an 
individual child, and certain conditions may trigger a wholesale 
exchange of roles. For example, many a scapegoat has taken up 
the standard of heroic sibling whose early accomplishments 
have led to a school or professional career far from home. Fur- 
ther, many heroes display aperiodic bursts of aggression and 
recklessness of the sort that are so prominently and chronically 
featured in the personality of the scapegoat. 

For a long time, our understanding of children of alcoholics 
rested upon our conception of these four childhood roles. More 
recently, the literature has reflected a concern with what happens 
when, as so often is true, the child in an alcoholic family remains 
untreated into adulthood. Black (1981) suggested that adult chil- 
dren cling tenaciously to the coping strategies that enabled them 
to survive the traumatic fears and disappointments of their 
growing years. She pointed out, however, that these deeply in- 
grained defenses against emotional experience cannot be sus- 
tained indefinitely, and that most adult children do experience 
breakthroughs of intense anxiety. Black noted that adult chil- 
dren frequently attempt to evade this anxiety in the same way 
that their parents did—with compulsive drinking or drugging. 
Of course, a variety of other compulsions are available to help 
an adult child effect a psychic withdrawal. Some adult children 
become workaholic. Others gamble, or are driven into deep debt 
by other forms of uncontrolled spending. Some find temporary 
relief from disturbing inner tension in compulsive sexual be- 
havior, while still others develop eating disorders. 

Janet Woititz (1983) compiled a list of behavioral and emo- 
tional characteristics that she believes appear with great reg- 
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ularity among adult children of alcoholic parents. The problems 
she outlined suggest a general and severe curtailment of the 
capacity for love and work in this population. She found an 
overall lowering of self-esteem, a fundamental ignorance of the 
requirements and workings of “normal” human relationships, 
a tendency to engage in harsh and uncompromising self-criti- 
cism, difficulty in relaxing and having fun, a constant need for 
approval and affirmation, and an excessive preoccupation with 
acquiring and maintaining control of relationships and events. 

Woititz's list reveals a number of apparent contradictions in 
the behavior of adult children. She said, for example, that these 
individuals tend to be “super responsible or super irresponsi- 
ble”, and that while they dislike change, they often exhibit a 
self-destructive impulsivity (1983, 4-5). Further, while Woititz 
found that adult children maintain an unflagging loyalty and 
commitment to people and causes, even in the face of incon- 
trovertible evidence that their devotion is undeserved, she also 
discovered that many find themselves consistently unable to 
complete projects they have undertaken, or to maintain close 
relationships over long periods of time (1983, 4—5). I, too, have 
observed that adult children regularly enter into, and become 
lost in, the most difficult and punishing of situations and rela- 
tionships. They often persist in their efforts to raise a phoenix 
from the ashes for agonizingly long periods of time. However, 
they may also precipitously and whimsically abandon these 
“projects” and these abandonments often have destructive con- 
sequences for them, and for others. 

The conflictual, erratic pattern of relationships that is char- 
acteristic of many adult children seems to be modeled on the 
relationship to the alcoholic and enabling parents. That is, deep, 
fundamentally masochistic involvements with alcoholic and en- 
abling parents are often punctuated by sudden, surprising out- 
bursts of aggression on the part of the adult child. It is as if the 
adult child shifts, without warning, from a mode that is domi- 
nated by the dutifulness and compassion of the hero, to one in 
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which the rage of the scapegoat is ascendant. For example one 
patient regularly worked six, and sometimes seven days a week 
in an office where she was supervised by her alcoholic mother. 
Her workaholic behavior was clearly designed to forestall ad- 
ministrative awareness of her mother’s illness, and the chronic 
mismanagement of the office that resulted from it. This preoc- 
cupation caused the patient to neglect her own family respon- 
sibilities, as well as therapy appointments and obligations to 
friends. However, this long-suffering woman would also take 
sudden, unannounced extended vacations from the office. These 
“great escapes’ often coincided with important deadlines to be 
met at work, and were usually provoked by some act of alcohol- 
induced betrayal by the mother. 

What may we expect from an adult child who enters psy- 
chotherapy, then? This patient is likely to present a poorly de- 
fined self, whose most deeply held fears, feelings, beliefs, and 
memories are hidden beneath a rigidly conceived and main- 
tained role that is based on a conforming or rebellious response 
to parental need. This concealment of self, which includes the 
repression of intensely felt personal needs, may well be comple- 
mented by an array of self-destructive relationships with de- 
priving, sadistic (probably addicted) partners who require a 
masochistic sacrifice of self-interest by the patient. The adult 
child who requests psychotherapy may be troubled by a tend- 
ency toward contradictory extremes of behavior, including a 
compulsion to withdraw from, or aggress against, intimate part- 
ners upon whom she ordinarily depends deeply. This erratic 
behavior precludes real emotional connectedness with loved 
ones, and the patient may be extremely socially isolated and 
unable to function with colleagues at work as well. This isolation 
may produce acute states of intense anxiety, psychic agitation 
and depression, and, perhaps, chronic feelings of emptiness, un- 
reality, and futility. Adult children are frequently hopeless about 
the possibility of substantial change, and this hopelessness, (and 
perhaps some little-understood genetic endowment) may have 
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lead the patient to turn to some form of psychic compulsion in 
a desperate effort to assuage inner torment. In short, the patient 
is reliving the emotional havoc of the alcoholic home and is 
imprisoned within the infinite loop. 

If the infinite loop of the adult child is, finally, to be breached 
by psychotherapy, the psychotherapist must understand, at a 
very deep level, the psychical impact of growing up with an 
alcoholic parent. In my own effort to arrive at such an under- 
standing, I turned to Heinz Kohut’s Self Psychology, and to 
Object Relations theory, especially the work of the members of 
the so-called “British School”: D. W. Winnicott, W. R. D. Fair- 
bairn and Harry Guntrip. All of these men worked with patients 
who, like my adult-child patients, had been subjected to sub- 
stantial emotional (and sometimes physical) abuse and neglect 
during childhood. Their patients, like mine, had lost hope, self- 
respect, individuality, and much of their capacity for self- 
determination in the struggle with a parent’s severe emotional 
illness. The British theorists, and Kohut, found that these kinds 
of patients are not greatly helped by classical analysis, or an 
analytically informed psychotherapy that emphasizes the 
freeing and rechanneling of repressed libido. They discovered, 
however, that these individuals do respond well to a psycho- 
therapy that addresses the overall condition of the self, and the 
relationships between the self and its principal objects. They 
found that childhood deprivation and abuse leads to a self that 
is pervasively split, divided against itself, withdrawn and fearful 
of sustaining further damage, and ultimately highly unstable. 
And they proposed that a damaged self can be healed, and can 
begin a period of new growth, if psychotherapy aims at, and 
provides an appropriate setting for, the reemergence and inte- 
gration of parts of the self that have been driven into hiding by 
the brutal conditions experienced in childhood. The text that 
follows uses Object Relations theory and Self Psychology to look 
beyond and beneath the problems described by Black, 
Wegscheider, and Woititz. It describes the structural deficits and 
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distortions in the self of the adult child that produce these prob- 
lems. It also describes the psychotherapeutic setting and strat- 
egies that can reverse destructive processes in the psyche and 
promote regrowth of the self. 


3 


A STRUCTURAL APPROACH 
TO UNDERSTANDING 
PSYCHOPATHOLOGY 


Os: ECT RELATIONS THEORY and Self Psychology 
link psychopathology to adverse conditions in the childhood 
home that inhibit the maturation of key structures in the psyche. 
The immaturity of these structures, along with the disintegra- 
tion and disharmony among them that is the result of ongoing 
abuse and neglect by parents, makes normal functioning im- 
possible. The structural approach to understanding psycholog- 
ical dysfunction has greatly increased our understanding of the 
identity and self-esteem problems that trouble modern man, and 
that so severely afflict children who grow up in alcoholic homes. 
The unique contributions of this perspective are probably best 
understood by comparing it to classical notions concerning the 
etiology of psychopathology. 


Freud's Topographical Division of the Mind 
The psychic topography proposed by Freud in 1923 is a part 


of the bedrock of professional and popular psychology. The con- 
cept of an interplay between id, ego, and superego is so deeply 
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embedded in our notions about the structure and function of the 
human mind that it now not only dictates the clinical posture 
of psychoanalysts, but must surely also exert subtle and not-so- 
subtle influences on the behavior of a generation of other mental 
health professionals, many of whom may have had only the most 
rudimentary exposure to Freud's original works. 

Freud’s attempt to differentiate a set of psychical agencies 
had, as an integral component, the idea of a conflict among these 
agencies. He saw the id as a chaotic entity, filled with energy 
from the instincts and found it to be inevitably opposed to the 
interests of the superego, which is founded upon internalizations 
of parental prohibitions, demands, and judgments. Although 
Freud's view of the ego was a complex one that changed over 
time, he saw it mainly as a representative of the whole person, 
responsible for mediating between the pressures exerted by the 
id and the superego. He believed that the ego has certain func- 
tions at its disposal which enable it to perform the critical and 
difficult task of assuring the individual a reasonable degree of 
safety and pleasure in the world. He thought that these ego 
functions include reality-oriented operations such as the capac- 
ity for rational thought, and the ability to perceive and act upon 
stimuli, and that they also enable the individual to perform 
certain defensive maneuvers against unpleasant realities and 
troublesome instinctual demands. 

Since the ego plays such a prominent role in assuring the 
survival of the individual, Freud’s immediate followers, as well 
as more contemporary analytic thinkers, have been most inter- 
ested in refining and extending this concept. They have inves- 
tigated the nature of ego development as well as the range of 
ego functions, and have tried to identify and describe important 
structures within the ego. 

Freud originally described the ego as a part of the id which 
develops in response to the individual's perceptions of the ex- 
ternal world and its demands that the expression of the instincts 
be subdued and modified (Freud [1923] 1962). Freud also 
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thought that the individual's perception of bodily sensations 
plays a crucial role in ego formation; that, in fact, the ego could 
be regarded as “a mental projection” of the body's surface (Freud 
[1923] 1962, 16 footnote 1.) The idea of the ego as a “projection” 
into the psyche of bodily sensations and other aspects of external 
reality has served as a wellspring for certain analytic thinkers 
who have studied the ego and other aspects of psychic structure 
and have tried to describe the process by which they are formed. 
In their investigation of the important external realities that 
influence the development of psychic structure, many of these 
theorists have emphasized the human realities that the individ- 
ual encounters during infancy and childhood; that is, they have 
been interested in the relationship between the psyche and its 
“objects.” 


The Development of Psychic Structure: Object Relations 
Theories 


Freud used the term “object” to refer to the individual upon 
whom a sexual or aggressive drive is discharged (Freud [1915] 
1959, 65). The idea that an object can be more than an external 
phenomenon, that it can actually come to reside within the psy- 
che and alter the condition of the ego, was advanced somewhat 
later, in 1917, when Freud discussed the psychology of melan- 
cholia. Here, he proposed that the “shadow of the object” can 
fall upon the ego (Freud [1917] 1959, 159); that is, an identifi- 
cation can form between the ego and one of its (heretofore) ex- 
ternal objects. Freud thought that such identifications are most 
often formed when a person, who is threatened with the loss of 
a love-relationship and who is naturally angry about the pros- 
pect of this loss, avoids attacking the object by incorporating it 
into the ego. One of the results of identifying with, or internal- 
izing, the object, according to Freud, is that the ego begins to 
be treated as if it is, in fact, the object. In the case of the 


A Structural Approach to Understanding Psychopathology 17 


melancholics Freud treated, this usually meant that the self was 
regarded with the same attitude of anger and critical contempt 
that the patient unconsciously felt for the departed object. 


The English School 


Though Freud’s work on the problem of melancholia pointed 
toward the possible importance of human or object relationships 
in ego development, Melanie Klein and her followers were the 
first to treat object relations as the principal determinant of 
psychic structure and function. Klein’s influential group, who 
came to be known as the English School of object relations 
theorists, based their theory on observations of young children 
in play therapy. 

Though Klein’s work presented many challenges to Freud’s 
metapsychology, she did not challenge his topographical notions 
concerning id, ego, and superego. Rather, she sought to describe 
the actual nature of these structures and their relationship to 
one another in far richer detail. Klein believed that one’s rela- 
tionships to objects, that is, other human beings, begin in the 
very first moments of life, and that even these very early con- 
nections to other people can have a powerful impact on mental 
structure, and on the character of future relationships. Kleinians 
believe that ego formation is an active process, fueled by the 
individual's natural interest and curiosity in the outside world, 
most especially the feeding mother. It is based on the perception 
of objects, and is largely a matter of “adding something new to 
the self” (Heimann [1952] 1983, 126) by introjecting part or all 
of an object, and ridding the self of unwanted contents by pro- 
jecting them: 


It is essential that the ege should admit entry only to those stimuli 
which are suitable and bar off those which are dangerous. In both 
parts of perception introjection and projection are operative. 
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When the ego receives stimuli from the outside, it absorbs them 
and makes them part of itself, it introjects them. When it bars 
them off, it projects them, because the decision of their harmful- 
ness is subsequent to a trial introjection. (Heimann [1952] 1983, 
124-125) 


In such a fashion, the infant creates a colorful inner world that 
feels to him as though it is populated by “objects, parts of people 
and people...that...are alive and active, affect him and are 
affected by him” (Heimann [1952] 1983, 155). It is this inner 
world of relationships, rather than the actual give and take be- 
tween the infant and its caretakers, that is of principal interest 
to Kleinians. They feel that one is “no less affected by the con- 
dition, activities and feelings ...of...self-created inner objects 
than by tHe real people outside.” (p. 155) 

The Kleinians maintained that the earliest (inner) relation- 
ships to objects are determined more by the immaturity of the 
infant's psychic apparatus, the depth of his needs, and the prim- 
itivity of his defenses than by the actual nature of the persons 
caring for the infant. Therefore, these relationships tend to be 
simplistic, extreme, and fantastic in nature. There is a tendency 
toward massive reactions in which facets of an object are taken 
and treated as if they constitute the whole. The facet seized on, 
according to the Kleinians, will be determined by the infant’s 
predominant need at the moment. An object is good and loved 
when it gratifies the need, and it is bad and hated when it frus- 
trates the need. The infant in the throes of such a love-hate 
experience feels that he is dealing with two different objects, 
and does not understand that he has encountered and experi- 
enced two aspects of the same object. Though Klein felt that 
this psychic “splitting” is due to the infant’s intellectual im- 
maturity, she believed that the division of objects and feelings 
into two extreme aspects serves a defensive purpose as well: 
Gratifying objects, producing good feelings, need to be kept 
psychically separate from, and protected from, the bad and de- 
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structive feelings produced by frustrating objects. Klein saw 
splitting as a primitive forerunner of repression. While she con- 
sidered it a normal aspect of early infantile development, she 
felt that an excessive reliance on splitting to organize one’s ex- 
perience is dangerous, because each split in the perception of 
an object produces a corresponding split in the ego. Therefore, 
an individual experiencing a great deal of aggression toward an 
object, and thus having a great need to split it into fragments, 
runs a very high risk of ego fragmentation, or disintegration. 

Klein felt that in the course of normal human development 
and maturation, object relations come to be determined less by 
fantasy and are guided by more integrated and more realistic 
introjects that correspond more nearly to the real objects outside 
oneself. As these advances are made, one experiences less con- 
fusion about what belongs to the self and what belongs to the 
object and begins to perceive the object as an individual who is 
independent of one’s own wishes and needs. Such successful ego 
development and “mature” object relations were thought by 
Klein to depend on the maturation of instinctual impulses and 
an optimal balance between the processes of introjection and 
projection (Klein [1946] 1983, 303). Though Klein recognized 
that external reality influences the essential balance between in- 
trojective and projective processes, she emphasized the role of 
primitive fantasy, as opposed to the actual behavior of parents 
and other caretakers, in determining the character of early ob- 
ject relations. Therefore, she was not inclined to discuss in great 
detail the factors that influence the maturation of impulses and 
the achievement of an optimal balance between projection and 
introjection. She did say that: 


the projection of a predominantly hostile inner world which is 
ruled by persecutory fears leads to the introjection—a taking 
back—of a hostile external world; and vice versa, the introjection 
of a distorted and hostile external world reinforces the projection 
of a hostile inner world (Klein [1946] 1983, 303—304) 
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The British Object Relations Theorists 


Melanie Klein’s work had a profound influence on three theo- 
rists who came to be known collectively as the British School 
of Object Relations Theorists: W. R. D. Fairbairn, D. W. Win- 
nicott, and Harry Guntrip. These men knew one another, and 
studied each other's writing, but they worked independently. 
Their perspective represents a much more marked departure 
from classical drive theory than does Klein's, and describes, as 
Klein’s does not, the kind of parental failures that lead to specific 
disturbances in object relations. 

Fairbairn, like Klein, believed that infants are object-directed 
from the very beginning of life. However, he also believed that 
the instincts are wholly object-directed. Fairbairn issued a rev- 
olutionary challenge to Freudian theory, when he insisted that, 
“a relationship with the object, and not gratification of impulse, 
is the ultimate aim of libidinal striving” (Fairbairn [1943] 1981, 
60). He also maintained that repression is directed not toward 
instincts or drives, but toward frustrating objects and parts of 
the ego that are associated with them. He dispensed with clas- 
sical topography by claiming that since one can seek a relation- 
ship with objects only through ego structures, it is improper to 
speak of instincts arising somewhere outside the ego, for ex- 
ample, in an id. He saw impulses as the “dynamic aspect of 
endopsychic structures” (Fairbairn [1944] 1981, 88), and pro- 
posed a new model of endopsychic structure that ran counter 
to Freud's. 

Fairbairn was primarily interested in the etiology and reso- 
lution of “schizoid” problems, which he believed to be at the 
root of many psychiatric disorders. He said that schizoid phe- 
nomena are characterized by attitudes of omnipotence, isola- 
tion, and detachment, and a preoccupation with inner reality. 
He also said that, “the fundamental schizoid phenomenon is the 
process of splits in the ego” ({1940] 1981, 8). His study of schizoid 
problems led him to reject Freud’s topography and to propose 
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a model that could explain the way in which the ego becomes 
a house divided, both in normal people and in so-called schizoid 
persons. Fairbairn’s model is founded upon the idea that split- 
ting of the ego is a universal phenomenon, and that, as Klein 
believed, psychopathology is determined by the relative pre- 
dominance of splitting over integrative processes in the ego. He 
believed that because everyone is subject to frustration from 
objects, the ego is, in all cases split into three parts. The “central” 
ego and the two “subsidiary” egos that Fairbairn proposed each 
have a characteristic relation to objects and to one another. Like 
Klein, Fairbairn thought that infants typically split objects into 
good and bad aspects when these objects behave in a frustrating 
fashion. The infant, who is completely dependent upon its par- 
ents for survival, fears being at the whim of bad (frustrating) 
objects, and so internalizes them, in order to establish an illusion 
of control over them. Fairbairn pointed out that bad objects have 
two facets. They are both frustrating and alluring. Thus, once 
the infant has internalized a bad object, he is constantly tor- 
mented by an inner presence that both stimulates need and 
disappoints it. This compels the infant to “divide and conquer’ 
once more by splitting the internal object yet again—this time 
into an exciting, needed one, and a frustrating rejecting one. The 
infant represses both of these internal objects, but continues to 
maintain an attachment to them. Fairbairn portrayed the cen- 
tral ego as maintaining these attachments by extending “‘pseu- 
dopodia” to objects that are undergoing repression: 


The development of these pseudopodia represents the initi: 1 stage 
of a division of the ego. As repression of the objects proceeds, the 
incipient division of the ego becomes an accomplished fact. The 
two pseudopodia are rejected by the (central ego) on account of 
their connection with the rejected objects; and with their asso- 
ciated objects they share the fate of repression. It is in this way 
that ...a multiplicity of egos arises. ({1944] 1981, 112) 


Fairbairn called the part of the ego that is attached to the ex- 
citing object the “libidinal ego,” since it is characterized by need 
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and is oriented toward objects. He termed the part of the ego 
that is associated with the rejecting object the “‘antilibidinal 
ego” because it struggles against feelings of longing for, and 
involvements with, objects. The central ego rejects (and re- 
presses) both the bad objects and the split-off parts of the ego 
that are associated with each of them. Fairbairn referred to the 
antilibidinal ego as the “internal saboteur,” since it displays an 
“uncompromisingly aggressive attitude” toward the libidinal 
ego, its exciting objects, and its feelings of need for and de- 
pendency upon them. He called the five psychic structures he 
had posited (the central ego, libidinal ego, antilibidinal ego, 
exciting object, and rejecting object) and their characteristic 
relationships to one another the “basic endopsychic situation.” 
He thought that since all of us have internalized bad objects at 
the deepest levels of our minds, the psychologically healthy in- 
dividual might be ruled at times by either the libidinal or the 
antilibidinal ego, but would, in the main, be guided by the cen- 
tral ego. In Fairbairn’s view, psychopathology is a matter of 
excessive splitting and too much psychic structure being sac- 
rificed to the containment of bad objects. It results from real 
deprivation at the hands of parents or other caretakers. This 
deprivation convinces the child that she is not loved by the 
mother, and if it occurs very early in life, the child concludes 
that it is her own love and need for the mother that has driven 
her away. The feeling that one’s love and need are in some way 
alienating and destructive represents, according to Fairbairn, 
“an essentially tragic situation” ({1940] 1981, 25) which incites 
the antilibidinal ego to launch viscious attacks on the libidinal 
ego. The individual feels he must neither love nor be loved, since 
such feelings poison a relationship, and so he withdraws from 
relations with others. Nonetheless, there is a deep longing for 
love and intimacy, and the individual attempts to satisfy this 
longing through a preoccupation with inner reality (internal 
objects and object relationships) that stands “in default of sat- 
isfying relationships with others in the outer world” ([1943] 
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1981, 40). For Fairbairn, this defensive splitting of the ego and 
subsequent withdrawal from external relationships represented 
the “schizoid position.” 

Fairbairn spent part of his career working with delinquent 
children, who, he said, came “from homes which the most casual 
observer could hardly fail to recognize as ‘bad’ in the crudest 
sense—homes for example, in which drunkenness, quarrelling, 
and physical violence reigned supreme” (p. 64). He was struck 
by the refusal of these children to characterize their parents as 
“bad” and by the intensity of their devotion to mothers and 
fathers who were both neglectful and abusive. He found that 
children who would not accuse the worst parents of bad behavior 
would easily accuse themselves of being bad children, and he 
concluded that mistreated children cope with intolerable en- 
vironments by taking into themselves the badness of their 
objects: 


It becomes obvious ... that the child would rather be bad himself 
than have bad objects; and accordingly we have some justification 
for surmising that one of his motives in becoming bad is to make 
his objects “good.” In becoming bad he is really taking upon 
himself the burden of badness which appears to reside in his 
objects. By this means he seeks to purge them of their badness; 
and in proportion as he succeeds in doing so, he is rewarded by 
that sense of security which an environment of good objects so 
characteristically confers. (p. 65) 


Psychotherapists encounter this strategy in adult children of 
alcoholics all the time. When recounting an instance of outright 
abuse or neglect by an alcoholic parent (or by one of the parent 
surrogates of later life) the adult child will assign the “badness” 
in the situation to herself, saying, “I must have done something 
to disappoint so-and-so.” This dynamic is illustrated most 
clearly in the case of Rita (see chapters 4 and 6). Many children 
of alcoholics, of course, believe they are actually to blame for 
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their parent's drinking. This is another example of the burden 
of badness being taken into the self. 
This strategy has an inherent and pernicious flaw, however: 


The sense of outer security resulting from this process of inter- 
nalization is...liable to be seriously compromised by the result- 
ing presence within him of internalized bad objects. Outer 
security is thus purchased at the price of inner security; and his 
ego is henceforth left at the mercy of a band of internal fifth 
columnists or persecutors. (p. 65) 


Fairbairn felt that mistreated children have no choice but to 
enter into such a hellish pact. They cannot reject bad parents 
because they need parents so desperately. The child always feels 
that a bad object is better than no object at all. In fact, Fairbairn 
suggested, if the parents are neglectful, the child's need for them 
is actually increased, and he is forced to internalize their bad 
aspects in an effort to gain some control over the source of the 
pain he feels. Fairbairn found that once bad objects are securely 
installed in the unconscious, the individual vigorously resists 
therapeutic efforts to “release” them, since the surrender of in- 
ternal bad objects necessarily fills the outer world with “devils 
...too terrifying ...to face” (Fairbairn, 69). However, the un- 
conscious attachment to the bad objects absorbs an enormous 
amount of libido and the individual becomes preoccupied with 
inner reality and withdraws libido from objects that exist in 
outer reality. The withdrawal from outer objects, the existence 
of inner “devils,” and the extensive and rigid splits in the ego 
result in severe ego impoverishment, intense self-consciousness, 
and a deep subjective sense of futility and unreality. 

Grotstein (1982) noted that Fairbairn’s work anticipated that 
of Self Psychology founder Heinz Kohut in three major respects: 
the attribution of drive to the ego, the association of ego-splitting 
with deprivation experiences, and the formation of structures 
in the psyche based on ego-object linkages (Kohut’s selfobjects). 
Fairbairn argued that a psychologically healthy adult does not 
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display an independence from objects, but rather a “mature 
dependence” upon them that is characterized by a predomi- 
nance of giving over taking, as well as an appreciation of the 
objects’ separateness and differentness from oneself. This was 
also an idea that became important to Kohut, as he argued that 
a move from dependence to independence is impossible, and 
that healthy development is marked rather by a fundamental 
change in the relationship to objects. 

D. W. Winnicott, like Fairbairn, was concerned with the early 
structuring of the psyche, and dealt extensively with the problem 
of split-off parts of the self. Though he was greatly influenced by 
the work of Melanie Klein, he rejected her thesis concerning a 
central role for fantasy in early object relations. Like Fairbairn, 
Winnicott believed that because the child is completely de- 
pendent upon adults for survival, the actual quality of parental 
care is critically important and has a powerful impact on early 
ego development. 

Winnicott linked psychological health and maturity to the 
emergence of the “true self,” which he defined in a 1971 letter 
to his French translator as the “person who is me, who is only 
me” (Winnicott [1971] 1975, xxix). This fulfillment of innate 
growth potential can be accomplished, according to Winnicott, 
only under conditions of “good enough” care—care which re- 
liably adapts itself to the child’s compelling need (p. 67). If par- 
ents cannot respond to a child's need, if they force the child to 
constantly react to and submit to their own needs, the child's 
self will not undergo a natural unfolding and differentiation. 
Instead, the self will be split and there will appear on the surface 
a “collection of reactions” to the parents’ failures ({1955] 1975, 
296). This “collection of reactions,” or “false self,” Winnicott 
said, abandons play and other carefree childish pursuits in a 
desperate effort to comply with the harsh conditions in the en- 
vironment. As Khan put it in his foreword to a recent 
edition of Winnicott’s collected papers, the child who is forced 
to react and comply is “disturbed out of a state of being” (p. 


26 Children of Alcoholism 


xxxx). When this happens, a true, “core” self may continue to 
exist, but will be defensively submerged in a remote and pro- 
tected region of the psyche. 

According to Winnicott, then, the more the parents’ needs 
“impinge” upon the child, the more the child is inclined to with- 
draw aspects of the true self from engagement with them, and 
with other parts of the environment, in order to protect this core 
from ultimate destruction. Winnicott said that the false self is 
actually an aspect of the true self, and that it might be ‘‘con- 
veniently society-syntonic,’ but he believed it to be inherently 
unstable and incapable of experiencing life or feeling real (Win- 
nicott [1955] 1975, 297). He found that the false-self organization 
led to pervasive feelings of futility and unreality in his patients. 
Though Winnicott viewed the false self as a pathological for- 
mation, he took heart from the fact that its appearance dem- 
onstrates an individual's ability to “organize an illness” ([1954a] 
1975, 287) rather than collapse in chaos, and he firmly believed 
that the false self serves a critical function in protecting the 
patient’s core being. He thought that where the true self is pro- 
tected in this way, the individual will remain unconsciously 
hopeful about someday finding a favorable environment in 
which to work through the object-related failures of childhood. 
He suggested that the original parent-child failure situation is 
“frozen” in the individual’s psyche, and that a subsequent en- 
vironment which makes adequate adaptation to the person’s 
needs will allow this failure situation to be “unfrozen” (pp. 282- 
283). 

Winnicott’s views concerning the therapeutic approach most 
likely to unfreeze the traumatic circumstances of a patient's 
childhood are quite similar to those of Kohut, and the clinical 
strategies proposed by both men will be outlined and compared 
in chapter 5. It will also be clear, as we conclude this survey of 
structural approaches to understanding psychopathology, that 
Winnicott’'s notions concerning the existence of a true self that 
must be defended even at the cost of a severe psychic illness pre- 
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figure Kohut’s effort to recast so-called “defenses” and “resist- 
ances” as valuable efforts by the individual to safeguard a truly 
endangered “, ‘iclear self” and preserve it for future growth. 

Harry Guntrip was analyzed by both Fairbairn and Winnicott, 
and like both his mentors saw early object relations as the key 
to understanding the condition of the adult ego and the nature 
of adult relationships. He examined the evolution of psychoan- 
alytic theory from Freud to Fairbairn, and offered a wealth of 
clinical data to support an object-relations point of view and 
provide a deeper, more detailed understanding of the inner 
world of schizoid patients. He also amended Fairbairn’s con- 
ception of the “basic endopsychic situation’’ to account more 
fully for the schizoid ‘s tendency to retreat from real relation- 
ships into a preoccupation with inner life. 

Like Fairbairn, Guntrip used the term schizoid to refer to 
people who are emotionally inaccessible and feel a profound 
sense of futility and meaninglessness about their lives. He dif- 
ferentiated this state from depressive conditions, noting that it 
lacked the “heavy, black, inner sense of brooding” (Guntrip 1969, 
18), found in depression and that it was not objected-related, as 
is depression. He pointed out that the schizoid individual is 
attempting to “cancel external object-relations and live in a 
detached and withdrawn way” (p. 19), and he described several 
strategies employed by schizoid individuals to avoid real relat- 
edness with others. One of these strategies Guntrip termed the 
“in and out programme,’ because the individual fails to make 
lasting commitments to jobs, hobbies, friends, or lovers and 
tends to slip away from an involvement just as it is becoming 
serious. Guntrip remarked that the “in and out programme’ is 
probably the “most characteristic behavioural expression of the 
schizoid conflict” (p. 36). 

Guntrip agreed with Fairbairn that schizoid problems are the 
result of poor object relations in childhood that make love “hun- 
gry” and produce a “terrible fear that one’s love has become so 
devouring and incorporative” that it can alienate or even destroy 
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the loved one (Guntrip 1969, 24). He said that this fear leads to 
an automatic and fearful withdrawal of feeling at the prospect 
of closeness with others. However, Guntrip believed that other 
concepts must be added to Fairbairn’s notion of “love become 
destructive” in order to fully explain schizoid phenomena. He 
linked the tendency to withdraw from external object relations 
to a further split in the psyche, beyond those proposed by Fair- 
bairn. He thought that the libidinal ego splits itself in response 
to bad object relations, just as the whole ego does originally. 
The libidinal ego leaves a part of itself to engage in a sadoma- 
sochistic struggle over attachments with the antilibidinal ego, 
‘while the traumatized sensitive and exhausted heart of it with- 
draws deeper still” (p. 73). Guntrip likened this “regressed ego” 
or “lost heart of the self” to Winnicott’s “true self,” and sug- 
gested that, like the true self, it has to be deeply submerged in 
order to preserve it for a rebirth under better circumstances. 
Guntrip reasoned that either the deprivation experiences iden- 

tified by Fairbairn, or the excessive “impingement” described 
by Winnicott could lead the child to adopt a schizoid position 
in which the heart of the self is submerged and there is a general 
withdrawal from external relationships and a compensatory 
preoccupation with the relationship to inner objects. When this 
happens, he said, there is deep within the persona “feeling of being 
absolutely and utterly alone, or being about to fall into sucha con- 
dition” (p.218),asenseof being “‘anutterly isolated being, tooden- 
uded of experience to be able to feel like a person, unable to 
communicate with others and never reached by others.” Guntrip 
noted that this profound sense of isolation is horrifying when it pen- 
etrates toconsciousness, and that it produces a hopelessness about 
change that becomes a particular problem in psychotherapy: 


What the patient feels is, “I can’t get in touch with you. If you 
can’t get in touch with me, I’m lost. But I’ve no confidence that 
you can get in touch with me, because you don’t know anything 
about that part of me. No one has ever known and that’s why I’m 
hopeless. I feel I'll never get better and you can’t cure me. (p. 220) 


A Structural Approach to Understanding Psychopathology 29 


Guntrip dealt extensively with the implications of object re- 
lations theory for psychotherapy practice. His ideas about treat- 
ment will be explored in chapter 5. 

It is evident that object relations theory represents in some 
ways a rather radical departure from classical analytic theory. 
Mainstream analytic thinkers hold that the aim of human life 
is the gratification of instinct, and that psychic structure, while 
it is to some extent constitutionally determined, develops mainly 
in response to the individual's need to mediate between impulses 
seeking discharge and forces in the environment that require 
suppression of instinctual impulses. The British object relations 
theorists believed, as did Klein, that human beings are object- 
directed from the earliest moments of life, and Fairbairn went 
so far as to say that the instincts are wholly object-directed, so 
that what the individual seeks is not gratification of impulse, 
but gratifying human relatedness. 

The British theorists believed that when children cannot build 
satisfying relations with their parents—because the parents are 
abusive, neglectful, or both—the children try to achieve a sense 
of control over their terrifying predicament by internalizing 
those aspects of the parents that seem most frightening and 
destructive. These “bad internal objects” are still frightening to 
the child, however, and so they are repressed or split off from 
conscious awareness. The “true” or core self is also repressed, so 
that it may be hidden and thus protected from parental aggres- 
sion. These psychic maneuvers permit children to maintain an 
illusory sense of control over a threatening situation, but because 
the bad objects are installed in the psyche and become a part of 
the self, they have devastating effects on self-esteem. When the 
home situation is very bad, splitting is pervasive; and the core self 
is deeply submerged, and perhaps completely unavailable to con- 
sciousness. This further damages children’s self-esteem and may 
destroy their ability toremain hopeful and active in the further pur- 
suit of gratifying relatedness with other people. 

Grotstein (1982) in reviewing the contributions of object re- 


30 Children of Alcoholism 


lations theory to contemporary clinical psychiatry, noted that 
Fairbairn especially had fundamentally altered our perspective 
on the meaning of human behavior. He remarked on Fairbairn’s 
substantial contributions to the psychology of the self, noting 
that he deserves full credit for the concept of a schizoid self, or 
a self that undergoes splitting as a result of disappointment in 
object relationships, and that he had anticipated several of Ko- 
hut’s major hypotheses by thirty years. In fact, the structure of 
the self and the development of positive self-feeling (self-esteem 
or healthy narcissism) are now prominent concerns in the lit- 
erature and practice of clinical psychiatry and psychology. 
The steady and intense consideration that the self is currently 
receiving in the literature is due largely to the impressive body 
of work produced by Heinz Kohut (1971; 1977; 1984; Kohut and 
Wolf 1978) as he tried to describe the development of healthy 
and pathological narcissism and to turn the attention of the 
analytic community to the “weakened or defective self” (Kohut 
and Wolf 1978, 414) that he felt lay at the center of many psychi- 
atric disorders. As we have seen however, the effort to locate, ap- 
prehend, and where necessary to heal the heart of the personality 
was already well under way in the Object Relations movement. 
American analysts who worked to tie object relations theory 
more closely to fundamental classical analytic principles also 
made important contributions to our understanding of the self. 


Classical Analytic Object Relations and 
the Work of Edith Jacobson 


Some prominent members of the Classical Analytic School of 
Object Relations include Heinz Hartmann, Erik Erikson, Edith 
Jacobson, H. Lichtenstein and Otto Kernberg. Jacobson’s work 
(1954, 1964, 1967) is perhaps the most relevant here. She not 
only made a careful attempt to describe and distinguish the 
constituents of the psyche and to explain the process of their 
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formation, but also considered at length the sorts of problematic 
relations between parents and children that might depress chil- 
dren's self- esteem and prevent them from achieving a stable, 
individuated identity. Jacobson’s emphasis on the establishment 
of individual identity and stable “identity feeling” (1964, 60) as 
a central aim of normal development is an even stronger pre- 
cursor of Kohut’s concern for the preservation and elaboration 
of a nuclear self than is Winnicott’s concept of the true self. 
Moreover, her ideas concerning parental inhibition of individ- 
uation bear a striking correspondence to those of Kohut. 
Jacobson used the term self to refer to the whole person— 
“body and body parts as well as...[the] psychic organization 
and its parts” (1964, 6fn). She viewed the ego as a “structural 
mental system” within the psyche that contains representations 
of the bodily and mental self, as well as representations of objects 
(pp. 18—19). Jacobson linked the establishment of a mature, in- 
dividuated, identity, characterized by distinct self feelings as 
well as “continuity and direction [and] ‘the capacity to remain 
the same in the midst of change,’ ” to the existence of firm bound- 
aries between self and object representations in the ego, and to 
the lack of significant distortion in these representations (pp. 22— 
23). She said that the process of forming such boundaries and re- 
alistic perceptions of the self and of others is influenced by ‘‘in- 
stinctual development, the slow maturation of [the] ego, .. . [and] 
uneven superego formation,’ as well as by object relations and 
identifications with the family and social environment (p. 32). 
The experience of frustrated longing in early life leads the 
child to try to incorporate potentially gratifying objects—to be- 
come one with them, as it were, by merging and fusing their 
images with those of the self. This is an early and gross form of 
identification which disregards realistic differences between self 
and object. The “most influential factor” in moving the child 
toward more active and selective forms of identification, and to 
more realistic representations of self and object is, according to 
Jacobson, the parent-child relationship (1964, 54). She main- 
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tained that an atmosphere of parental love is essential to the 
establishment of object and self-constancy and healthy social 
and love relations. Further, just as Fairbairn insisted that a child 
must be loved for himself ({1940] 1981, 13), Jacobson noted that 
parents must pave the way for individuation by remaining aware 
of the differences between their own needs and the child’s and 
making a reasonable effort to gratify both. She felt that parents’ 
efforts to merge with children interfere with the progressive 
differentiation of self and object representations in the psyche, 
and thus hinder the development of psychic structure and in- 
hibit the process of separation and individuation. Her ideas 
about this prefigure Kohut’s ideas abut the deleterious effects 
on the integrity of the self when the child is treated as a nar- 
Cissistic extension of one or both parents (i.e., as an archaic self- 
object): 


fantasies of merging with the child can be observed in cases where 
parents sacrifice their own needs to those of the child to the point 
of self extinction, as well as in situations where they either over- 
protect or dominate the child and keep him passive and depend- 
ent, or treat him as but an extension of their own self, ignoring 
his individual needs and sacrificing them to their own narcissistic 
requirements. All such attitudes increase the potential dangers to 
the preoedipal ego and to the superego precursors—dan¢gers, aris- 
ing from the symbiotic nature of the mother-child relationship 
and from the indistinct line of demarcation between maternal 
and self images in the child. The child’s fear of separation and 
his desire to maintain or regain the original mother-child unit 
are so strong, even normally, that he tends to resist the acceptance 


of sharply defined boundaries between his self and the mother. 
(1964, 58) 


Kohut's Psychology of the Self 


Though the Object Relations theorists marked a path to the 
heart of the psyche, it was Heinz Kohut who finally concluded 
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that the self must be placed “in the center of the psychological 
system” (1984, 219). His psychology of the self originated in his 
observations of a group of patients whose suffering proved 
largely refractory to the methods of classical analysis and who 
were characterized by unusually labile self-esteem and a marked 
sensitivity to “failures, disappointments and slights” (Kohut 
and Wolf 1978, 413). He found that these patients were not, in 
the main, tormented by conflicts involving libido or aggression. 
Instead, their efforts to love and work seemed to be blocked and 
distorted by a weakened, defective self. 

Kohut described the self as “an independent centre of initi- 
ative’ (Kohut and Wolf 1978, 413) that, when strong, provides 
the individual with a sense of “abiding sameness” (Kohut 1977, 
183) throughout life and enables him to be emotionally respon- 
sive and expressive, to utilize personal skills and talents in the 
pursuit of ambitions and goals, and to tolerate the swings in 
self-esteem that occur in relation to the success or failure of 
these pursuits. Kohut measured the strength of the self by its 
cohesion, or resistence to fragmentation (splitting); its vitality, 
or vigor; and its functional harmony (degree of order vs. chaos). 
He found that the self could suffer specific or diffuse damage in 
childhood, and fail to achieve a significant degree of cohesion, 
vigor, or harmony; and he believed that the unfolding, struc- 
turalization, and crystalization of the healthy self depends, in 
great part, on parents’ ability to provide an emotionally re- 
sponsive and empathic psychological environment for their 
children. 

Kohut said that a human being, in order to survive psycho- 
logically, must experience at least a portion of his human en- 
vironment as “‘joyfully responding to him, as available to him 
as sources of idealized strength and calmness, as being silently 
present but in essence like him, and...able to grasp his inner 
life more or less accurately so that their responses are attuned 
to his needs” (1984, 52). Parents encourage the emergence and 
elaboration of the child’s nuclear self insofar as they create such 


34 Children of Alcoholism 


an experience for the child—in other words, insofar as they are 
available to him as “mirroring” and idealizable ‘‘selfobjects.” 
Kohut used Giovachini's term, ‘‘selfobject’’, to convey that part 
of the psychic relation between people that is psychologically 
sustaining or shores up our self by making us feel understood, 
loved, protected, admired, soothed. He firmly believed that the 
healthy self requires the sustaining responses of selfobjects from 
the “first to last breath” (1984, 49). While the classical view of 
psychological maturity involves a shift from self-love (narcis- 
sism) to love of the object, Kohut insisted that developmental 
progress must be gauged by changes in the nature of the rela- 
tionship between the self and its selfobjects. The primitive, or 
archaic mode of contact with selfobjects, seen in early childhood 
and in disorders of the self, is characterized by full psychological 
merger with the mirroring or idealized person; that is, there is 
little if any cognitive distinction between self and selfobject, and 
the individual expects to control the selfobject as if were a part 
of the self. In a mature self—selfobject relation, the individual is 
sustained, most of the time, by the “empathic resonance,” or 
the emotional and psychological connectedness of the selfobject. 
Though Kohut believed that the nature of self—selfobject rela- 
tionships should change in this way, he was adamant about the 
continuing importance of selfobjects throughout life, saying at 
one point, that “internal resources are never enough” (1984, 77). 

By the end of his career, Kohut linked all forms of psycho- 
pathology to “defects in the structure of the self, on distortions 
of the self or on weakness of the self,” (1984, 53) and he main- 
tained that all of these problems are the result of disturbances 
of the self—selfobject relations of childhood. He thought that the 
state of the parents’ self most decisively influenced their ability 
to constitute adequate selfobjects for their children: 


it is not so much what the parents do that will influence the char- 
acter of the child’s self, but what the parents are. If . . . the parents’ 
self-confidence is secure, then the proud exhibitionism of the bud- 
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ding self of their child will be responded to acceptingly. However 
grave the blows may be to which the child’s grandiosity is exposed 
by the realities of life, the proud smile of the parents will keep 
alive a bit of the original omnipotence, to be retained as the 
nucleus of the self-confidence and inner security about one’s worth 
that sustain the healthy person throughout his life. And the same 
holds true with regard to our ideals. However great our disap- 
pointment as we discover the weaknesses and limitations of the 
idealized selfobjects of our early life, their self-confidence as they 
carried us when we were babies, their security when they allowed 
us to merge our anxious selves with their tranquility—via their 
calm voices or via our closeness with their relaxed bodies as they 
held us—will be retained by us as the nucleus of the strength of 
our leading ideals and of the calmness we experience as we live 
our lives under the guidance of our inner goals. (Kohut and Wolf 
1978, 417) 


Parents with shaky selves are not able to provide the mirroring 
that constitutes a foundation for a child’s self-esteem and are 
likely to become sources of traumatic disappointment rather 
than ideals of strength and calmness. Kohut noted that the va- 
riety of forms of pathogenic interplay that can occur between 
parent and child are virtually limitless, but he did describe some 
characteristic ways in which parents suffering from a self dis- 
order might derail the healthy development of a child's emerging 
self, thus keeping the child “excessively and protractedly en- 
meshed within the narcissistic web of the parents’ personality” 
(1971, 79). For example, parents may be so preoccupied with 
their own pursuits and problems that they are unable to provide 
the child with adequate stimulation. Kohut found that chroni- 
cally understimulated children lacked vitality and often tried to 
combat their feelings of inner deadness with the pseudo-excite- 
ment of activities like headbanging and masturbation. As adults, 
such individuals turned to addiction, promiscuity, and other 
compulsive activities in order to fight emptiness and depression. 
On the other hand, parents with unresolved narcissistic needs 
might also overstimulate their children by making excessive 
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demands on their skills and talents or by requiring them to 
constantly admire and bolster the parents’ own faltering selves. 
The overstimulated child, said Kohut, feels extremely fearful 
about pursuing goals, and weak and inadequate in comparison 
with others. In another vein, if the parent is unable to respond 
empathically to the child’s total self, and instead consistently 
reacts to some aspect of the child that is particularly meaningful 
only in the parent’s psychic economy, the child will be subject 
to temporary fragmentation in response to stress and disap- 
pointment in later life. 

One adult child was raised by an alcoholic mother who had 
been unable to make good on her own aspirations to be a profes- 
sional artist and a father who was a remote and emotionally 
aloof scientist. Both parents were intolerant of childish impul- 
sivity, emotionality, and dependency in their daughter and were 
warmly approving of her only when she was successfully en- 
gaged in academic or artistic pursuits. They ignored or punished 
her efforts to explore other interests, or to extract support and 
comfort from them when she was fearful or depressed. This girl 
grew up unable to share feelings of psychic distress with anyone. 
As a consequence she would be flooded with intense feelings of 
anxiety during periods of unusual stress—for example during 
final exams or prior to job interviews. Her inability to express 
emotionality so compromised her ability to tolerate stress that 
her anxiety became an almost constant companion. She entered 
therapy when she realized that she was becoming agoraphobic. 

This patient's experience also demonstrates that parents who 
are unable to serve as sources of calmness and soothing strength 
for their children leave them unable to soothe themselves at 
moments of crisis. Since these individuals are unable to check 
the spread of anxiety in response to stress, they perceive the 
world as hostile and dangerous. 

Kohut believed that in the self disorders, various parts of the 
self that are somehow enmeshed with the parent in an archaic 
self—selfobject relation are likely to be split off from the realistic 
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sector of the psyche, or the “reality ego.” For example, just as 
Fairbairn believed that the libidinal, or object-seeking ego is 
split off from the central ego in pathological conditions, Kohut 
found that the acute need, primitive demandingness and gran- 
diosity of narcissistically damaged individuals is typically iso- 
lated in a split-off sector of the psyche. A pervasive and profound 
experience of shame about narcissistic needs will cause them 
either to be entirely separated from the ego (and thus, con- 
sciousness) in a “horizontal split” of the psyche (which Kohut 
likened to repression) or to be maintained within the realm of 
the ego, but separated from the reality ego, in a “vertical split.” 
Kohut advanced the concept of the vertical split as a “specific, 
chronic structural change” in the psyche, peculiar to the self 
disorders, which makes possible the side-by-side existence, in 
consciousness, of incompatible psychological attitudes (1971, 
176—177). For example, his patients often shifted back and forth 
between states characterized by primitive grandiosity and states 
in which they were flooded with terrible feelings of inferiority, 
without appreciable awareness of the contradictory nature of 
their feelings and behaviors. 

Kohut, like the British theorists, viewed splitting as the logical 
result of fragmenting influences in the object environment but, 
also like the British theorists, felt that it served a self-preserv- 
ative function as well. For example, splitting allows the nuclear 
self to go into “hiding” when necessary. In fact, Kohut proposed 
a profound revision of analytic views concerning defense and 
resistance, suggesting that these mechanisms are less a means 
of anxiety reduction than they are essential strategies for the 
preservation of the self under conditions of extreme threat. He 
said of the defense-resistances: 


they constitute valuable moves to safeguard the self, however 
weak and defensive it may be, against destruction and invasion. 
It is only when we recognize that the patient has no healthier 
attitude at his disposal than the one he is in fact taking that we 
can evaluate the significance of “defenses” and “resistances” ap- 
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propriately. The patient protects the defective self so that it will 
be ready to grow again in the future, to continue to develop from 
the point in time at which its development had been interrupted. 
(1984, 141) 


Thus, Kohut’s psychology of the self culminates in a message 
of hope: Even in those cases where the self has suffered severe 
trauma, core structures may survive to reemerge and flourish in 
the context of a healthful relationship. 


Summary 


The evolution of a structural perspective in clinical psychology 
and psychiatry has led to a search for the center of the person- 
ality and an effort to comprehensively describe and explain both 
its development as a unique entity and its relations with others. 
The overwhelming conclusion of this body of theory is that the 
psychic core—be it ego or self—is profoundly influenced by the 
character of an individual's early relationships with significant 
others, especially parents. Through the processes of introjection 
and identification, others, parts of others, and crucial self—other 
interactions are taken into the psyche and become a part of its 
fundamental structure. To the extent that the others are ‘“‘bad’’— 
neglectful, abusive, unempathic, exploitative—the parts of the 
psychic structure that are linked to them are split off from the 
psychic core and from each other. This inhibits further growth 
and individuation and causes the individual to become stuck, 
or frozen, in pathological patterns of behavior and self—other 
relationships learned with parents. It also depletes self-esteem, 
interferes with the experience and expression of the “true” self, 
and stimulates feelings of fragmentation, unreality, and hope- 
lessness. This syndrome of complaints neatly embodies the prin- 
cipal complaints of most adult children of alcoholics who enter 
treatment, and there is much to be gained by viewing their 
problems as impairments of core structures in the psyche. 


4 


USING STRUCTURAL THEORIES TO 
UNDERSTAND ADULT CHILDREN 


Many ADULT CHILDREN of alcoholics complain 
that they have little or no sense of themselves as individuals, 
possessed of a unique self and a purpose that transcends family 
need. One young nurse, for example, after spending the greater 
part of her childhood and all of her twenties ministering to the 
needs of her alcoholic father and her physically disabled mother, 
succeeded in convincing her father to join Alcoholics Anonymous 
and sent her mother to live with an aunt. Freed of her massive 
family responsibilities, she looked forward to moving west and 
building a new life that would revolve around her own needs 
and interests. She did not move, however, and found that she 
was too preoccupied with her hospital duties to even make new 
friends. She continued to spend most of her free time with her 
father, who still had much difficulty looking after himself. Fi- 
nally, she took a job nursing elderly residents of a nursing home. 
One evening she told members of her therapy group, “I feel I’ve 
spent my whole life as someone's maid and now I don't know 
how to do or be anything else.” 

W. W. Meissner (1984) has pointed out that the developmental 
sequence leading to the establishment of a firm, cohesive, and 
differentiated sense of self is “fraught with peril,” that “few... 
negotiate it successfully,” and that “some, indeed, fail ... quite 
miserably” (p. 387). The earmarks of such failure—as they have 
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been described by Kohut, Jacobson, Meissner, and others— 
strongly recall the emotional and behavioral difficulties of the 
adult child. 

First, we know that the healthy self can maintain its attach- 
ment to, and regard for another person, despite the inevitable 
disappointments, conflicts, and disillusionments that arise in the 
normal course of human relationships. There is a sense of con- 
tinuity and sameness that characterizes intrapsychic and inter- 
personal processes once a coherent, cohesive self has been 
established. This stability is notably absent in many adult chil- 
dren of alcoholics, who, as we have seen, are often erratic and 
extreme in their handling of vocational and interpersonal 
commitments. 

Further, while the healthy self can sustain a sense of worth 
and value under most circumstances, the damaged, enmeshed 
self requires constant praise and affirmation from others. This 
is another quality that is often seen in adult children. 

Where there is little sense of inner control and direction, there 
is also, frequently, an excessive, sometimes fanatical devotion 
to causes, beliefs, leaders, and partners that seem to offer a 
possibility of focus and stability. This phenomenon is evoca- 
tive of the self-destructive, misguided loyalty that many adult 
children display in relation to lost causes and impossible 
partners. 

Our literature also tells us that a firm, integrated sense of self 
not only facilitates stable commitments to others but also in- 
creases the ability to tolerate differences and separateness from 
those we love and admire. The shaky, undifferentiated self can- 
not stand apart and retains a persistent, intense emotional at- 
tachment to family members, focusing narrowly and obsessively 
on their needs, at the expense of personal well-being. Meissner 
remarked that, while “one of the most important features” of 
the mature individuated self is “the capacity to buffer himself 
against the hurts, pain, and suffering of others around him” 
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(1984, 389), poorly individuated people seem unable to maintain 
their own emotional functioning when another family member 
is in crisis. Indeed, they seem to suffer as severely as if the crisis 
were their own. According to Meissner, the individual who finds 
herself hopelessly entangled in this sort of self-annihilating re- 
lation with parents and siblings either remains in a position of 
compliant submission to them (as did the “heroic” young nurse 
described above), or reacts with a rebellious denial of depend- 
ence and an exaggerated display of adequacy and self-sufficiency 
that conceals the conflict and the “faltering, fragile” sense of self 
underneath” (p. 388). In other words, true spontaneity and in- 
dividuality are lost as the child is either absorbed by the needs 
of the troubled family, like the hero, or engages in a desperate 
and equally self-suffocating attempt to repell the onslaught by 
defining herself through total opposition to them, as does the 
scapegoat. 

Finally, as the work of the British School and that of Kohut 
make clear, a poorly formed self is subject to pervasive and 
profound feelings of futility, hopelessness, and unreality. These 
are common complaints of adult children. 

It is the fundamental assumption here that many of the prob- 
lems adult children experience, including the failure to separate 
from the family of origin and become a true individual, the 
inability to establish stable commitments in love and work, the 
compulsive engagement with hopeless persons and causes, and 
the severe depletion of self-esteem, can all be understood as the 
result of damage to the structure of the self. This damage is 
rooted in the troubled parent—child relationships that are char- 
acteristic of alcoholic families, and which lead to severe dis- 
turbances of the internal object relationships which form the 
foundation of the self. One purpose of this book is to provide a 
deeper understanding of the adult child by describing the spe- 
cific types of damage to the self that are likely to occur in al- 
coholic homes. 


42 Children of Alcoholism 
The Adult Child's Failure to Separate 


The central problem may be the adult child's inability to sep- 
arate psychologically from the alcoholic family and to realize a 
true individuality. Sometimes children of alcoholics are actually 
unable to physically separate from their families, but more fre- 
quently they exhibit a psychic enmeshment with their parents. 
This enmeshment takes the form of a seemingly irresistible at- 
traction to an alcoholic lifestyle (See chapter 2). The failure to 
separate from parents may occur even in the face of abuse and 
exploitation at their hands. It is a problem that undoubtedly 
has multiple roots. 

First, the developmental task of separation and individuation 
is always complicated by the child’s need for the parent, and by 
the child’s natural compassion and tender love for that parent. 
Profound love and intense need bind children to their parents 
and foster in them a resolve and a willingness to suffer great 
pain in the service of their parents’ survival. Children of alco- 
holics feel, with considerable justification, that their parents’ 
survival is greatly in doubt. 

Second, it is also true that many alcoholic parents and many 
enabling spouses consciously or unconsciously exploit the love 
and need that their children feel. They cope with the self-doubt 
and self-disgust that have accumulated over the course of an 
extended and debilitating battle with the bottle by projecting 
these feelings into their children. That is, they avoid seeing them- 
selves as weak and bad by seeing their children as weak and 
bad, and telling them they are weak and bad. The child is usually 
willing to feel (and act) weak and bad if this will stabilize the 
parent and, after many years of serving this function, becomes 
indispensable to the parents’ psychological stability. Therefore, 
the parents will exert enormous pressure on the child not to 
separate. One patient, a talented artist who will be described 
more fully below, was constantly criticized by his parents as 
passive and ineffectual, with no chance for success in the art 
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world. Interestingly, much of this criticism came from his 
mother, who in her youth had exchanged her own artistic as- 
pirations for marriage and motherhood. Both parents loudly and 
angrily insisted to this patient that he would always be finan- 
cially dependent upon them, and while he experienced such 
declarations as an expression of his parents’ disappointment in 
him, they seemed to me to be expressions of his parents’ need 
for him—unconscious efforts to paralyze him with shame and 
keep him at home. They worked remarkably well. 

Finally, there is a near-universal clinical impression that old 
conflict situations are compelling psychic sirens for most of us. 
It is as though we do the same things over and over again in 
what is usually a futile effort to “get it right.” The Anonymous 
programs advance this phenomenon as the operational defini- 
tion of insanity. 

Though all of these forces interfere with the efforts of adult 
children to separate from their alcoholic families, a contem- 
porary student of psychopathology, interested in the relation- 
ship of behavioral and emotional disorders to the impairment 
of psychic structure, might also relate the separation problem 
to a failure by adult children to establish an adequately differ- 
entiated, cohesive identity or sense of self. The alcoholic home 
is, by degrees, a chronically abusive, exploitative, and neglectful 
environment that can certainly be expected to derail the normal, 
healthy development of the self. Since Self Psychology and object 
relations theory explore the impact of parent—child relationships 
on the evolution of the self and on subsequent attachments, they 
provide a logical jumping-off point for our study of separation 
problems in adult children of alcoholics. 


An Object Relations and Self Psychological 
Perspective 


The “False Self” of the Adult Child. A common premise of the 
theories advanced by the British School and of the Self Psy- 
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chology proposed by Kohut is that there is, for each individual 
a “true” or nuclear self that under favorable conditions will 
unfold and assert itself by forming constructive relationships 
with others and using its native gifts. Where conditions are so 
unfavorable as to pose a threat to the existence of this core self, 
it will be defensively submerged deep within the psyche where 
it will be safe from harm. Winnicott, as we have seen, believed 
that under these circumstances, an unstable but convincing 
“false self” will arise to do business with the world at large and 
to divert aggression away from the frightened self within. Kohut 
advanced a similar idea with his discussion of the adaptive value 
of certain defensive structures in preserving the nuclear self of 
the child who is raised in an atmosphere of unreliable empathy 
and traumatic disappointment. The concept of a defensively 
(adaptively) conceived false self can be used to expand our un- 
derstanding of the separation and individuation conflicts that 
adult children experience. 

In alcoholic homes, the possibility of good-enough care, as it 
was conceived by Winnicott and others, is lost to a preoccupa- 
tion with the pursuit and use of alcohol, as well as with the need 
to conceal, deny, and compensate for this fact. The alcoholic, 
and her enabling spouse, have little additional energy to devote 
to an adaptation to the needs of their children. Instead, the 
children are likely to be forced to adapt to a chaotic reality that 
may include extremes of abuse and neglect; and very often, they 
find that they must nurture and support their parents when they 
are drunk or despairing, or otherwise broken down. These chil- 
dren frequently adopt false selves in the form of the roles ex- 
plored earlier, including the hero, the scapegoat, the lost child, 
and the mascot. These false selves are based on reactions to 
parental character and they represent an attempt to deal with 
key parental failures. They both conceal and protect important 
aspects of inner reality. 

The false self that is founded upon heroic accomplishments 
and massive self-sacrifice is frequently encountered in treat- 
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ment. Though the heroic position is, in Winnicott’s words, 
“society-syntonic,' and frequently reaps substantial profes- 
sional recognition and financial reward, its emphasis on perfec- 
tionism, total self-sufficiency, and denial of vulnerability can 
also produce depression, massive anxiety, and a deep sense of 
isolation and emptiness. 


Jack 

Jack, a 25-year-old social worker, entered treatment after 
a clinical supervisor praised his intellectual gifts, but sug- 
gested that his difficulty in establishing and maintaining 
an empathic bond with his clients might curtail his further 
advancement as a professional. Jack could not say whether 
he failed to notice significant emotional material in clinical 
interviews, or whether he withdrew from it, but he had 
always experienced difficulty in feeling truly connected to 
other people. At the time he entered therapy, he felt very 
isolated and remote from others and saw his life as being 
largely without meaning. He believed that he was essen- 
tially worthless to others. Jack had come close to commit- 
ting suicide a few years earlier, and still had a profound 
sense of “not belonging” in the world, and of having no 
purpose here. 

Jack was the oldest of four children born to an alcoholic, 
workaholic physician father and a mother who suffered 
from a chronic heart ailment. His father’s twin compul- 
sions, and his mother's debilitating illness (which required 
repeated hospitalizations), left Jack with extensive respon- 
sibility for his younger siblings. He reported that he was 
expected to be cook, launderer, general caretaker and 
goundsman for the family, to excel at sports and to receive 
straight A’s at school as well. In much of this, Jack appeared 
to be taking up slack for his father, who was usually too 
busy or too inebriated to assume physical and emotional 
responsibility for the children when Jack’s mother was ill. 
On one particularly harrowing occasion, 13-year-old Jack 
was literally placed in the driver's seat when his father got 
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drunk at a family outing and a neighbor recognized that 
he was unable to drive home. The neighbor gave Jack the 
keys and instructed him to take the family home. Jack had 
never driven before, and in fact, could barely reach the 
brake and gas pedals. He was astonished that he was able 
to get the family home safely. 

Jack felt that the enormous effort he expended meeting 
his family’s various needs and demands was not appreci- 
ated by either his parents or his brothers; that it was taken 
as a matter of course that he would perform as necessary. 
He believed that he actually had no importance at all to 
his family except as a servant of sorts, and that if he ever 
failed to meet their expectations, even this minimal con- 
nection to them would dissolve, and he would be entirely 
alone. 

Jack’s parents, overburdened and preoccupied as they 
were by their own illnesses, seemed unable to tolerate 
expressions of need or vulnerability in their oldest child. 
They could not comfort him, and his requests for help or 
support were always rebuffed. If he asked for the spelling 
of a word when doing his homework, his mother icily re- 
ferred him to the dictionary. When he was suffering from 
a severe ear infection, he was nonetheless given full charge 
of his siblings for an entire evening, and his pain became 
so intense that he finally ran to the home of a neighboring 
physician for help. When Jack injured his foot in a basket- 
ball game as a teenager, his father examined it cursorily, 
packed it in ice to reduce the swelling, and declared that 
it needed no further treatment. Though the foot continued 
to pain him for years, Jack tolerated this pain without com- 
plaint. The foot was never x-rayed until a college coach 
became alarmed at the chronicity of Jack’s problems with 
the foot, which would swell and cause him to walk with a 
slight limp. The coach sent Jack to a doctor who performed 
an x-ray and discovered that the foot had, in fact, been 
broken and had healed improperly. 

Jack’s parents needed to see him as a flawless superchild, 
able to turn in a perfect performance in any realm, and 
under any circumstances. Their idealization of their son 
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left him harshly intolerant of pain, vulnerability, and im- 
perfection in himself. Though he felt severely depressed 
during his adolescence and seriously considered suicide, he 
was too ashamed of these feelings to express them to any- 
one. When a high school teacher attempted to discuss with 
him the latent meaning of his selection of adolescent sui- 
cide as the theme for an English composition, he was un- 
able to respond to her concern, and denied his deepening 
depression. Whenever he became aware of the pain of his 
parents neglect and exploitation of him, he would with- 
draw to his room, or to a favorite tree in the woods in order 
to banish his pain and reestablish his capable, cheerful 
facade. He never imagined that another person would care 
to comfort him at these times, but soothed himself with 
the fantasy that the tree actually “held” him and that he 
was floating above his pain and hurt (splitting it off). As he 
grew older, he became less and less capable of expressing 
emotional and physical needs to any animate object and 
less and less capable of responding to his needs in any sort 
of gratifying way. Though he felt completely alienated from 
his family, he unconsciously continued to devote himself 
to fulfilling their dream of an ideal and invulnerable child, 
devoid of need or individual purpose. He rarely sought help 
for injuries and physical illnesses until his pain became 
incapacitating, and though his desire for recognition and 
nurturance from others occasionally broke through to con- 
sciousness, his guilt and shame about these longings led 
him to submerge them once again and to remain aloof and 
inexpressive (and therefore dissatisfied) in most of the re- 
lationships he tried to establish. He continued to pretend 
to the world and to himself that he could exist entirely 
without help or emotional support of any kind. His con- 
siderable psychic and intellectual resources enabled him 
to maintain this false position for a considerable length of 
time. He was, in fact, able to fulfill his family’s need for a 
hero in most respects, and to achieve at a very high level 
in school and in many aspects of his work life. However, 
his retreat from emotionality and need for others (that is, 
his alienation from his “true” self) was not without sub- 
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stantial penalty. It deprived him of the stuff of which real 
relationships are made and left him isolated, empty, and 
depressed. 


Meissner described the efforts of the false self to comply with 
parental demands as passive and masochistic (1984, 456-457). 
Though Jack’s behavior may be accurately described in these 
terms, a child may also comply with an antagonistic environ- 
ment by erecting a false self that is overtly organized around 
aggression, rebellion, and feelings of superiority. This is true of 
the scapegoat, whose brash interpersonal style contrasts sharply 
with that of the hero. The scapegoat is also quite commonly seen 
in treatment, and is frequently referred by school authorities or 
a representative of the criminal justice system. 


Ed 

Ed was referred for treatment by his attorney, who rec- 
ommended that he seek professional evaluation and coun- 
seling prior to standing trial for an arrest on charges of 
possessing (with intent to distribute) a controlled danger- 
ous substance. At 23, Ed was already a tough, mouthy drug 
dealer with a rather extensive following. He was also in a 
great deal of trouble, not only with the law, but also with 
other dealers, who were pressing him for money and threat- 
ening to kill him if he failed to make good on his debts to 
them. Before his arrest, he had almost always carried a 
gun. 

Though Ed obviously relished many aspects of his life 
dealing drugs, he seemed, in many ways, an unlikely can- 
didate for a life of felony and physical jeopardy. He was 
the oldest son of a successful, but heavily drinking accoun- 
tant and aclearly alcoholic mother who had been killed in 
an alcohol-related car crash when he was six, and he openly 
aspired to the respectable, affluent professional life into 
which he had been born. He had always planned to give 
up dealing when he finished school and to become a banker, 
or perhaps an economist like his favorite uncle. These goals 
were of course, compromised by his arrest, and also by his 
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poor record in college. Though Ed was very bright, he had 
done only average work in school, and had accumulated 
enough withdrawals and incompletes to make his pursuit 
of a sheepskin seem a ceaseless request. This poor perform- 
ance appeared to be the result of a penchant for partying 
and hopeless love affairs in which he was at first intently 
pursued and then precipitously dumped by one exploitative 
woman after another. These abandonments left him in a 
severely grief-stricken and almost completely helpless 
state. 

Ed's relationship to his family had been complicated 
from the beginning. His early memories of his natural 
mother were dim and confused. He did know that he had 
spent at least one terrifying night alone with her on a wild 
drive through town after she had had a terrible fight with 
his father. He did not know whether he remembered this 
incident or whether it had been described to him by his 
father, but he could remember feeling afraid of his mother. 

His relationships with his father and stepmother were 
equally disturbing to him. He felt that his stepmother, es- 
pecially, was resentful of his very existence and was trying 
to desfroy his relationship with his father. Ed was seven 
when his father remarried, and his stepmother had been 
in charge of his care, including all discipline, since that 
time. Ed never felt warmth or affection from his step- 
mother, who was sharply critical of him for the behavioral 
and academic disturbances he manifested in school, even 
at this age. Both parents seemed to regard these early signs 
of emotional disturbance as disciplinary issues, and Ed’s 
father gave his stepmother free reign to respond to them 
with corporal punishment or the withdrawal of privileges. 
She relied mostly on spanking when Ed was very young, 
and he remembered these punishments with intense anger 
and equally intense shame. He felt she had used her greater 
size to intimidate him, and it humiliated him to remember 
how frightened he was of her at that time. 

As Ed grew older and bigger, he got into more compli- 
cated scrapes at his private school, where he had begun to 
use and deal marijuana. These activities had a further del- 
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eterious effect on his academic performance. His step- 
mother began to use verbal ridicule and financial sanctions 
in an effort to control him. Her contemptuous suggestion 
that an ultimately uncontrollable craziness “like your 
mother’s” might be at the root of his difficulty was espe- 
cially painful to him, as was her loud and frequent lament 
that he would likely continue to be a financial burden to 
his father for the rest of his life. When she withheld his 
clothing allowance and spending money as well, he was 
unable to keep pace with the well-heeled peer group to 
which he desperately aspired, and his self-esteem plum- 
meted ever lower, while his feelings of shame and inferi- 
ority soared. 

Ed's father never intervened in these altercations. When 
Ed complained openly about the lot that had befallen him 
as the result of his mother’s death, his father reminded him 
that his natural mother had been no prize and counseled 
that, at any rate, most relationships proved bitterly dis- 
appointing in the end. He shared with Ed his own sense of 
frustration and failure in marriage and advised his son to 
learn to survive by his own wits and resources. He was 
harshly critical of Ed’s disastrous romantic involvements, 
and pointed to each as a confirmation of his world view 
and as fresh evidence of his son's inability to meet the 
challenge of survival through total self-sufficiency. 

The philosophy espoused by his father seemed to Ed 
nothing more than an attempt to rationalize the strategy 
of avoidance and withdrawal the father had practiced most 
of his life. Ed was extremely bitter about his father’s failure 
to save his natural mother from her alcoholism, and he was 
angry as well about his father’s retreat from his responsi- 
bility to protect Ed from his stepmother. He therefore re- 
ceived his father’s observations about life with rageful 
denunciations of the man. 

The uncovering work of therapy however, revealed that 
Ed mostly believed the things his father and mother either 
said openly about him or implied. He felt that he was a 
dependent, inadequate wimp, who would probably wind 
up a crazy drunk like his mother. While such feelings 
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emerged in therapy, and broke through on those occasions 
when he faced the loss of a girlfriend, they were completely 
unavailable to him in that portion of his life, and self, that 
was devoted to dealing drugs. In this realm, he was su- 
premely tough, effective, and self-confident. He thrilled at 
the opportunity to wave a revolver at his estranged part- 
ners in crime, temporarily released from the paralyzing 
shame and terror he had felt at the hands of his mother 
and stepmother. The financial spoils gave the lie to the 
overwhelming powerlessness he felt with his parents and 
he reveled in the supplications and attentions of hopeful, 
sometimes desperate junkies, never consciously recogniz- 
ing his own lonely craving in their eyes. 


These case studies make clear that the scapegoat is often kin 
to the hero in a psychological, as well a fraternal sense. The 
scapegoat, like the hero, is frequently characterized by a vertical 
split in the psyche that effectively denies and conceals the vul- 
nerability, hurt, and need that are such a vivid part of the true 
self but which are unacceptable to the troubled and over- 
whelmed parents. Both self-types suffer from critically low self- 
esteem. While the hero may be more consistently conscious of 
a deficit in self-esteem, however, the scapegoat usually banishes 
feelings of self-doubt and self-depreciation to the unconscious 
realm of the true self. It is important to understand that the 
false self is a largely unconscious device, and that, much as active 
alcoholics remain deluded as to the dimensions and destructive 
impact of their drinking problems, children of alcoholics remain 
grossly unaware of many aspects of their inner experience, as 
well as the fact of their estrangement from it. 


The Internalized Bad Object. |The preceding material de- 
scribes how the self of the adult child is powerfully affected by 
what the alcoholic and the enabling spouse desperately need 
their children to be. It is clear that the adult child’s self suffers 
considerable damage and distortion as it tries to respond to this 
desperate need. This damage substantially hinders the process 
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of separation and individuation, since it involves the burial of 
many “true” aspects of character that would ordinarily instill 
in one a feeling of wholeness and reality, and serve to distinguish 
self from other. With the true self in hiding, the adult child 
remains, as Kohut puts it, “enmeshed within the narcissistic 
web of the parents’ personality,’ or in a state of psychological 
merger with them. While the self of the adult child is decisively 
altered by what the parents need, however, it is also profoundly 
influenced by what they are, which also impedes separation and 
individuation. The following two cases will serve as a basis for 
discussion of this phenomenon: 


Rita 

Rita was a 28-year-old recovering alcoholic and heroin ad- 
dict. She was the daughter of an alcoholic, physically abu- 
sive mother. Rita worked in her mother’s business, and 
though the physical assaults by the mother stopped when 
Rita entered her late teens, Rita was underpaid and over- 
worked by her mother in the business and subject to fre- 
quent and public humiliations by her. These public 
shamings always occurred on the heels of a business re- 
versal. Though the mother’s drinking was usually the cause 
of these setbacks, the mother would find a way to blame 
Rita for them. 

Rita engaged in numerous affairs with alcoholic men, 
who, like her mother, exploited her financially and emo- 
tionally and viciously assaulted her self-esteem. At the time 
she entered therapy, for example, she was heavily involved 
with a married man who was actively psychotic as well as 
actively alcoholic. Though he physically abused Rita when 
he was drinking, and required her constant attention and 
support in order to avoid complete fragmentation and in- 
stitutionalization, Rita saw him as the victim. She felt that 
he was being abused by his estranged wife and she became 
completely absorbed in helping him to fight his wife on 
matters of custody and finance that naturally arose as a 
consequence of the couple's separation. When the wife 
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triumphed in any of these conflicts, and on the frequent 
occasions when the estranged couple attempted to recon- 
cile, Rita never faulted her lover for his masochism or in- 
constancy, but rather believed she had failed him in some 
substantial way. She felt completely worthless at such 
times. 


Rita exhibited severe difficulty with the developmental task 
of separation and individuation. Her vocational activity and 
intimate associations were dictated by long-established familial 
patterns rather than personal values and native endowments. 

Sam was another adult child whose history of failure and 
disappointment seemed to be the enactment of family destiny. 


Sam 

Sam was the 27-year-old son of an alcoholic mother. He 
was an extraordinarily bright and psychologically minded 
young man, and a promising artist. He came to therapy 
after being dismissed from a large state university where 
he was unable to finish any of the projects that were as- 
signed in his art classes. He lived with his retired parents. 
Sam’s mother, who had abandoned her own career as a 
commercial artist in order to marry and raise a family, 
censured Sam for his dependency on his family and was 
openly contemptuous of his artistic ambitions. Sam’s 
father passively accepted the mother’s assaults on Sam, as 
well as the attacks she mounted on his own self-worth. 

Even though Sam was made miserable by his mother’s 
criticisms and her drinking, and by the sadomasochistic 
relation between his parents, he never looked for well-paid 
work that would enable him to move away from home. In 
fact, he never even looked for a job that was appropriate 
to his interests and his considerable intellect, but worked 
as a busboy in a restaurant close to his parents’ home. 
Despite his high intelligence and obvious talent, he felt 
incapable of any real academic, artistic, or vocational 
achievement. His romantic relationships tended to take the 
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form of brief and disappointing affairs with alcoholic 
women, who proved to be unstable, unfaithful, and unin- 
terested in real intimacy and commitment. Like Rita, he 
blamed the failure of his relationships on his own incom- 
petence as a romantic partner. 


Object relations theory offers a rationale for such failures to 
establish an adequately differentiated, cohesive identity or sense 
of self. Theorists believe that much of the self is formed through 
the alternate introjection, or incorporation, of people and parts 
of people who are outside the self, and the projection onto others 
of parts of the self that were previously introjected. Fairbairn, 
who spent a part of his career working with delinquent adoles- 
cents who had grown up in alcoholic homes, used the concept 
of introjection to explain the failure to separate from, and the 
development of intractable attachments to, difficult, disappoint- 
ing, and destructive parents. 

Fairbairn observed that since children are completely de- 
pendent on their parents for psychic and physical survival, they 
are in no position to reject and abandon destructive parents 
([1943] 1981, 67). This dilemma is painfully prominent in the 
case histories that we take from adult children. Rita, for one, 
discovered early on that the tenderness she craved and the bru- 
tality she feared came in the same bewildering and terrifying 
package. One of her mother’s frequent alcoholic rituals involved 
beating Rita with a piece of clothesline until the child's back 
was covered with bleeding welts and then confining her to her 
room. Sometime later, the mother would knock at the door of 
her daughter's room and issue an affectionate invitation to join 
her in baking a batch of cookies. Rita always accepted this in- 
vitation, and when she did, her mother would take her gently 
by the hand and lead her to the kitchen. It is critical to note that 
Rita did not lie in bed dreading her mother’s return after these 
beatings, but rather, lay there praying for the knock on the door 
that signaled the possibility of rapprochment. 
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Fairbairn found that even in those situations in which children 
are physically abused, they refuse to see their parents as bad, 
but, instead accuse themselves of being bad children. He con- 
cluded that “bad relationships with objects” who are crucial to 
one’s survival are psychically intolerable for children and that 
they cope by “taking the burden of badness’ into themselves 
(p. 65). An abused and neglected child will deny the destruc- 
tiveness of the parents, seize upon their destructive and disap- 
pointing qualities, and form from these a “bad object” that is 
then incorporated into her own psyche and becomes a part of 
the self. This has the agreeable effect of creating a secure, “good” 
outer field, but produces a hellish condition inside the child. 

First, the child suffers a massive loss of self-esteem, since the 
self is experienced as possessing all the bad qualities of the 
object, such as rage, fragility and uncontrollability. As Fairbairn 
put it, the feeling of ‘‘outer security is ... purchased at the price 
of inner security ...{and the] ego is henceforth left at the mercy 
of a band of internal fifth columnists or persecutors” ({1943] 
1981, 65). 

Sam is another case in point here. 

Despite high praise and vigorous encouragement from his art 
teachers, Sam believed himself to be an untalented and useless 
weakling. This self-perception was partially the result of his 
mother’s projection of these qualities into him and it also rep- 
resented an identification with her aggressive assault on a cru- 
cial aspect of his self. However, his lack of belief in himself was 
also the result of an active internalization of the failed artist 
that he beheld in his mother, and of the passive, retreating father 
who failed to protect Sam from his mother’s rage. 

Fairbairn remarked that the presence of these “bad objects” 
or inner “devils” in the psyche ultimately results in severe ego 
impoverishment, intense self-consciousness, and a deep subjec- 
tive sense of futility and unreality. I believe that it is also re- 
sponsible for the profound sense of hopelessness many adult 
children experience about the possibility of ever finding mean- 
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ingful work or establishing stable and rewarding relationships. 
As Rita and Sam often said to me: “No normal person would 
ever want me, and I sure wouldn’t know what to do with them.” 

Such words rise partly from a despair that is born of years of 
abnormal, destructive relatedness with parents and siblings; but 
they also express a conviction of inner damage and debasement 
that is the result of internalizing bad objects. Adult children 
often feel that they are so twisted, inadequate, and worthless 
that they are incapable of inspiring love and commitment from 
others. The feeling of impairment is deeper and more pervasive 
when there has been a great deal of frustration and abuse at the 
hands of one’s parents. This is because so much more psychic 
territory and energy must then be give over to the containment 
of bad objects. For example, Rita, who was sexually abused and 
physically brutalized by her mother, had a nearly unshakable 
conviction of worthlessness which, at one time, fed her own 
dependency on psychoactive chemicals and which vastly in- 
creased the hopelessness she felt about the possibility of forming 
a relationship with a “normal” man or working successfully 
outside the family business. 

Sam was emotionally harassed and exploited by his parents 
but never physically neglected or abused by either of them. His 
“devils” seemed fewer in number and less malignant than did 
Rita’s. For example, while he had a deep fear that women, as 
well as prospective employers, would view him with the same 
critical eye that he habitually cast upon himself, this was, for 
Sam, a fear—not a conviction as it was with Rita—which prob- 
ably helped him to avoid compulsive drinking and drugging. It 
certainly made it easier for him to sustain the modicum of hope- 
fulness necessary to eventually proceed with separation and in- 
dividuation by experimenting with new relationships and work 
roles. As time went on, he was even able to be productive with 
his art work, a sphere of activity that radically diverged from 
familial vocational traditions. 

However, if an inner world populated by devils, saboteurs, 
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and persecutors is a world of hopelessness and despair, it is also 
a world of longing. Adult children long for love and they long 
for restoration. Fairbairn observed that it is the feeling that one’s 
objects are basically good that confers a sense of security and 
essential goodness on the self. Kohut also said that reliable, 
empathic bonds with selfobjects are necessary for the develop- 
ment and maintenance of self-worth. So we may conjecture that 
the longing for restoration is, at its foundation, a longing for a 
good object that can provide a sustaining self—selfobject relation. 
As we have established, the introjection of bad objects leaves 
adult children with little faith in their ability to attract and hold 
good objects, so for them, the only feasible means of acquiring 
a good object and self—selfobject relation is to restore the dam- 
aged parent to a condition of wholeness and happiness. As Rita 
once explained to me, “If I am to feel good about myself, a 
phoenix must rise from the ashes.” 

Wurmser (1981) discovered a similar dynamic at work in those 
of his patients who seemed to find doomed relationships at every 
turn. They appeared to seek, in each new lover, the damaged 
and disappointing parent, and to relentlessly pursue his resto- 
ration. Wurmser found in this unconscious, compulsive process 
a “deeper reciprocity”: The hidden belief of the individual that 
the restoration of the impaired loved one will also restore the 
damaged and suffering self (1981, 70). It may be somewhat more 
accurate to say that the adult child unconsciously seeks the 
restoration of the damaged parents, or parent surrogates, in 
order to secure an adequate self—selfobject relation that will 
strengthen the self and the sense of self-worth. 

The restoration of a parent’s troubled spirit and tortured psy- 
che proves to be a formidable undertaking and one that is ob- 
viously incompatible with separation and individuation. On the 
contrary, it requires a tenacious, intense bond with the alcoholic 
and with all of those people encountered in life who come to 
represent the alcoholic in the adult child’s unconscious mind. 
These bonds will be honored even when they pose enormous 
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threats to the adult child’s personal well-being. At one time, 
Rita would neglect classes at the university, stand up dates, 
cancel therapy appointments, and interrupt vacations in order 
to rescue either her mother or her current lover from various 
alcoholic pits into which they had fallen. During the particularly 
destructive affair with the man who was both psychotic and 
alcoholic, Rita felt compelled to withdraw from school and ther- 
apy altogether. It was obvious that the savings in psychic energy 
which she reaped as a result of these moves were fully invested 
in her campaign to prevent her lover's fragmentation. This cam- 
paign failed; the man was finally hospitalized and Rita relapsed. 


The Attack on the Self: Narcissistic Vulnerability 
in Adult Children 


Labile self-esteem seems almost endemic among children of 
alcoholics. While their demands on others can seem grandiose 
and arrogant at times, their self-estimation may fall dramati- 
cally in response to indications of imperfection in themselves or 
signs of disapproval from others. We have seen that the sepa- 
ration problems of adult children are overdetermined; it is likely 
that their narcissistic vulnerability derives from several sources 
as well. 

Kohut'’s Self Psychology provides a framework for understand- 
ing many of the self-esteem problems that adult children ex- 
perience. Alcoholic and alcohol-preoccupied parents are usually 
in a state of severe narcissistic imbalance themselves, and are 
therefore unable to provide the joyful and affirming acceptance 
that Kohut found essential for the development of secure self- 
esteem in the child. As Kohut might put it, the absence of ad- 
equate mirroring from selfobjects produces a deficit in self- 
esteem that is extremely difficult for adult children to overcome. 

The previous section explained that self-esteem is also com- 
promised by the child's effort to contain, within his own psyche, 
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the disappointing and alarming aspects of the parents. The 
child’s internalization of the parents’ bad qualities has two roots. 
First, self-disgusted alcoholic parents and enabling spouses fre- 
quently project their self-disgust into their children. The chil- 
dren are too naive, too loving, and too vulnerable to reject this 
pervasive gift. Rita's self-disgusted indictment of herself when 
her psychotic lover would fail or break down provides an illus- 
tration of the effects of projective identification on the self-es- 
teem of an adult child. When Rita’s lover was in trouble, he 
would attribute his incapacity or fragmentation to Rita's failure 
to offer him adequate physical or psychological support. These 
sorts of accusations constituted a familiar refrain for Rita, who 
was accustomed to being berated for business reverses that were 
actually the result of her mother’s own alcohol-induced lapses. 
In both cases, Rita accepted the indictment and bitterly reviled 
herself for the negligence, disloyalty, and psychic disorganiza- 
tion that actually characterized her bad objects. This, of course, 
made her feel worthless. 

Second, as the previous section also explained, the child ac- 
tively seeks to control the parents’ “bad” qualities by containing 
them within the self. This is a maneuver which drastically de- 
presses self-esteem since it alters the very structure of the self 
to include the “bad object structures” that contain contemptible 
aspects of the parent. This phenomenon is clearly seen in both 
Rita and Sam. For Fairbairn, it explained why, when “the child’s 
objects present themselves to him as bad, he himself feels “bad” 
([1943] 1981, 64). 

In addition to making the individual feel “bad,” however, bad 
object structures in the psyche claim a portion of the ego for 
their own, and thereby become capable of vicious attacks upon 
other parts of the ego and the self. Fairbairn called the portion 
of the ego that exists in principal relation to the bad object 
structures the antilibidinal ego. He also referred to it as the 
“internal saboteur,” since it has such a deleterious effect on the 
personality and behavior. He believed that the fundamental pain 


60 Children of Alcoholism 


his patients experienced involved their extreme libidinal frus- 
tration at the hands of their parents, who tended to be abusive 
and neglectful in the extreme. He observed that the internal 
saboteur embodies the frustrating, rejecting, abusive qualities 
of the parents and is identified with their aggressive attitude 
toward the child’s dependency needs. He noted further that the 
internal saboteur, which is split off from the central ego and is 
therefore an unconscious entity, also contains, and is strength- 
ened by, the child’s own feelings of aggression toward the hurt- 
ful, depriving parents—aggression which cannot be safely 
directed at the parent, and is therefore repressed. The saboteur 
directs “a maximum” (Fairbairn [1944] 1981, 114—115) of its 
aggression against the parts of the self that experience a longing 
for objects and strive for connections to them (the internalized 
exciting objects and the libidinal ego). This causes the longing 
(of the libidinal ego, or Guntrip’s lost heart of the self) to be split 
off from consciousness with other frightened aspects of the 
“true” self. 

Paul was an adult child who suffered frequent and devastating 
attacks from an internal saboteur. As a very young child, he was 
usually left in the daily care of his severely depressed and drug- 
dependent father, since his mother supported the family. Paul's 
father was so depressed that he spent most days lying in bed, 
or vacantly staring at the television screen. He provided Paul 
with the minimal care necessary, but rarely attempted to play 
with him or provide him with any other form of psychological 
sustenance. He left Paul to search within himself for necessary 
emotional gratification, and like many of Kohut’s chronically 
understimulated patients, Paul at first became a compulsive 
masturbator, and later, a compulsive overeater and pornogra- 
phy addict. 

Paul actually recognized that masturbation, food, and por- 
nography provided him with physical pleasures that were a dis- 
appointing substitute for the emotional relatedness he craved, 
but he found himself unable to reach for such relatedness. When- 
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ever Paul looked at another human being with longing, an inner 
voice (the saboteur) caustically denounced his feelings as “ba- 
byish” and exhorted him to “stand on his own two feet like a 
man. This voice also warned him that any overt expression of 
his intense longing to another person would certainly cause that 
person to retreat in disgust. These shrieks of disapproval from 
the internal saboteur made Paul ashamed of his normal narcis- 
sistic needs for a sustaining self—selfobject relation and caused 
him to split off his longing and bury it along with other aspects 
of his true self. Thus psychically numbed, he would proceed to 
withdraw from the potentially intimate situation that had trig- 
gered his longing. This withdrawal, and the wave of emptiness 
which followed in its wake, inevitably provoked a depressive 
episode of the sort Paul had witnessed in his father, with Paul 
taking to bed, collapsing in front of the T.V., or indulging his 
own compulsion of choice, pornographic movies. 

At one point, a grown-up Paul asked his father, who had re- 
covered from his depression and maintained a stable sobriety 
for some years, to help him pay for psychotherapy. Interestingly, 
the father attacked the idea of therapy, and observed that if Paul 
were really a man, he would “stand on his own two feet.” Clearly, 
the internal saboteur had adopted the father’s own strategy for 
handling Paul’s dependency needs. Though the saboteur ham- 
pered Paul in his struggle to achieve rewarding connectedness 
with others, it probably had served an adaptive function at one 
time, in sparing Paul this sort of rejection from his father. It is 
my experience that the internal saboteur will attack not only 
the child’s dependency needs, but any quality of the child's self 
that originally threatened the parent and caused her to attack 
the child. For example, Sam’s internal saboteur constantly as- 
saulted his individuation needs and thwarted his efforts to sep- 
arate, just as his mother did. 

When the true self reaches out to its selfobjects for intimacy 
and support and is furiously assaulted by the internal saboteur 
for its trouble, this crushes the self-esteem of the adult child, 
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who comes to view normal dependency and narcissistic needs 
as infantile and shameful. However, it also provokes a sudden 
withdrawal from the object(s), and, as Guntrip observed, this 
sort of behavior lends an “in and out” quality to relationships 
(1969, 36). Therefore, this discussion of the internal saboteur 
will be expanded in the following section, which discusses the 
instability of the adult child. 


The Instability of the Adult Child 


The social, romantic, and vocational commitments of adult 
children are frequently erratic and extreme. This behavioral 
instability appears to spring from a psychic instability produced 
by the internalization of unstable “bad” objects and by pervasive 
splitting of the personality. 


Psychic Splitting and Fear of Dependency and 
Attachment in the Adult Child 


Adult children long for love and intimacy, but are terrified of 
the high price that may be exacted should they open themselves 
to the possibility of deep connectedness to others. They are un- 
derstandably afraid that the attachments of adult life will hurt 
them as badly as did the family relationships they knew as chil- 
dren. They fear that each new involvement will result in further 
exploitation, abuse, and betrayal. However, the attachment— 
withdrawal dilemma may also be understood at a deeper level. 
It is the very dilemma that Fairbairn and Guntrip termed the 
“schizoid problem.” 

Once again, the occurrence of a true-self-false-self split in adult 
children occurs on account of an inability in alcoholic and al- 
cohol-preoccupied parents to adapt to or tolerate certain qual- 
ities in the child. In many alcoholic homes, children’s naturally 
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extreme dependency is especially intolerable to the parents, who 
feel overwhelmed by their own problems, and underprepared 
for parenthood. Like Paul’s father, and the parents of Jack and 
Ed, these parents are neglectful in the face of their children’s 
needs and, at times, even punish the expression of normal needs. 

Fairbairn and Guntrip explained that when children come to 
regard their own dependency needs as bad and shameful and 
begin to believe that their longing for love and support, made 
desperately intense by chronic emotional deprivation, alienates 
and even destroys those they long for, they try to annihilate such 
feelings at all costs. This is the goal of the internal saboteur. 
Like Paul, Jack, and Ed, these individuals split off their longing 
for others and thus, emotionally numbed, tell themselves they 
have no reason to enter into close relationships. Some of these 
withdrawals into self are accomplished with an attitude of ar- 
rogance, and others in a state of utter hopelessness; but the result 
is the same: unstable relationships and extreme social and emo- 
tional isolation. 

Split-off dependency needs and narcissistic longings do 
emerge in the consciousness of adult children from time to time, 
but rarely make themselves felt in the presence of potentially 
nurturant others. They are more prone to emerge in the presence 
of other people who have deep attachment fears. This was cer- 
tainly the case with Ed, who could feel tenderness and longing 
only for women who were compulsive abandoners. One extended 
involvement with an alcoholic woman was the model for all of 
Ed’s relationships with women. These two would be inseparable 
for a period, making plans for an idyllic future together. Inev- 
itably, however, the woman would go on a drinking binge and 
betray Ed with another man. Ed would banish her from his life, 
and, not infrequently, he would also get drunk himself, and beat 
her up before throwing her out. After a brief separation, however, 
one or the other would beg for forgiveness, the couple would 
reconcile, and the whole cycle would begin in motion once again. 

Ed’s irresistible attraction to such women was based partly 
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on a wish to rehabilitate bad objects (his mother, stepmother, 
and father, all of whom had hurt or abandoned him in some 
significant way), but it was also designed to avoid a real at- 
tachment, which would have had an infinite capacity to inflict 
pain on him by making possible a much deeper loss—of the sort 
he had experienced with his mother. Though Ed seldom ques- 
tioned his attraction to abandoners, he was deeply suspicious 
of tender feelings toward others and longings for connectedness 
to them, and he became frightened when these feelings began 
to emerge in more appropriate contexts. On one occasion, he 
stopped to watch a father playing hide and seek with his young 
son in the park, and felt himself deeply moved by the exuberant 
display of affection between the man and the boy, who concluded 
each episode of the game with a bear hug and a kiss. Ed was 
stunned to find himself tearful over this scene, describing his 
reaction as “bizarre, totally bizarre.” He related it to the quality 
of wimpiness that his father so often noticed in him. In truth, 
his response represented the initial healing of the split between 
central ego and libidinal ego and the burgeoning of a healthy 
ability to tolerate, in consciousness, normal longing for con- 
nectedness to another human being (or, in Kohutian terms, the 
normal longing for the sustaining responsiveness of a reliably 
empathic selfobject). It was an encouraging reentry into the 
world of enhancing, as opposed to destructive, human 
relationships. 


The Return of the Bad Object 


The splitting off of normal longings for relationships with 
empathically responsive others makes the establishment of sta- 
ble commitments and relationships impossible. However, there 
is another psychic situation that promotes instability in adult 
children of alcoholics. Fairbairn observed that repressed bad 
objects may be traumatically “released” when conditions in 
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outer reality come to closely resemble an unconscious paradigm 
([1943] 1981, 76-78). He specifically referred to the way that 
abusive conditions of armed combat seem to trigger memories 
of parental abuse in some soldiers. In Fairbairn’s experience 
such memories frequently stimulated violent imagery, with the 
soldiers picturing themselves as victims of abuse, or as being 
abusive to others. Fairbairn remarked that in these cases the 
repressed bad objects had “returned with a vengeance” ([1943] 
1981, 77). Fairbairn regarded these situations as transference 
phenomena, since external conditions had acquired the signif- 
icance of repressed ones involving relationships with bad ob- 
jects. It is crucial to understand, however, that it is an 
unsatisfactory object relationship that has been repressed, not 
merely a “bad” feeling, such as anger or lust. Accordingly, what 
emerges in response to a traumatic stimulus is not just a feeling, 
but a repressed part of the self structure—the internalized bad 
object and one’s relation to it. Certain aspects of the adult child’s 
instability, such as the chameleon-like, Jekyll and Hyde trans- 
formations in behavior that were described in chapter 2, can be 
explained by applying Fairbairn’s notions about the traumatic 
return of repressed bad objects. 

Chapter 2 explained that the long-suffering, self-sacrificing 
individual who wears the hero’s mantle by day, may display the 
scapegoat’s colors on other occasions, giving little doubt as to 
an underlying capacity for rebellion and aggression. Another 
clear example of this sort of psychic split was provided by Tom, 
a police detective who was the adult child of an alcoholic mother. 
Tom’s most cherished roles at work emphasized protection and 
rescue, and he spent much of the little free time available to him 
working to find jobs and meaningful community service activ- 
ities for troubled adolescents whom he met in the course of 
performing volunteer work for a religious organization. This 
individual, a genuinely dedicated and compassionate young 
man, was the subject of numerous brutality complaints, not only 
from persons he arrested, but also from uninvolved witnesses to 
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these arrests. Tom never denied these charges, but saw his be- 
havior as justified in each case, and felt it presented no contra- 
diction to other aspects of his life. 

Like many other adult children, Tom was caught in the infinite 
loop of familial alcoholism. While he himself was sober, he had 
created a lifestyle that brought him into constant contact with 
people who were as traumatically disappointing and disillu- 
sioning to him as the mother who alternately beat him and 
abandoned him. (The population he served included a large 
number of drug-involved individuals.) Because Tom was 
workaholic, and carried his redemptive crusade into his so- 
called “leisure” time, his exposure to traumatic disappointment 
was nearly unrelieved. His relentless effort to restore the bad 
objects of the world did indeed constitute a sort of combat sit- 
uation for Tom. He had re-created the war zone of his childhood, 
where he had been the solitary, heroic guardian of peace and 
virtue. 

This position, chronically and doggedly maintained through- 
out his childhood and young adulthood, severely depleted and 
fatigued Tom's psychological defenses. When he was then con- 
fronted with some sudden traumatic disappointment that was 
similar to those he had experienced as a child, these defenses 
were quickly overwhelmed. The break-up of an affair or a severe 
dressing down by a superior were two situations that proved 
especially devastating to Tom, perhaps because he had felt both 
betrayed and abused by his mother. When Tom’s defenses broke 
down, the repressed, abusive, bad object relationships of his 
childhood returned with a vengeance. That is, the effort to con- 
tain the bad object relationships in his own psyche, so that the 
outside world felt somewhat secure, no longer worked. Instead, 
the outside world once again felt like a hopeless, destructive 
place, and Tom, who was ordinarily the cheerful backslapping 
embodiment of a “hale fellow well met,” found himself fighting 
waves of black despair and crying quietly to himself as he pur- 
sued such mundane tasks as painting his mother’s house. 
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With his inner devils once again loose in the world, Tom felt 
like the frightened and desperate little boy he had once been. 
Like Ed, he coped with these intolerable feelings of vulnerability 
by reactively identifying with the aggressor—becoming, for a 
period, his abusive mother and beating unmercilessly those who 
were helpless before him. This is, perhaps, another aspect of the 
“return” of the bad object: Pervasive splitting of the personality 
creates a psychic situation that is inherently unstable, and the 
part of the self that is identified with the rejecting, abusive par- 
ent (the antilibidinal ego) may, under traumatic conditions such 
as those outlined by Fairbairn, assume a position of primacy in 
the psyche, temporarily displacing the central ego as the gov- 
ernor of behavior. This provides an explanation of the extreme 
and frightening shifts of role, behavior, mood, and perspective 
that are so often seen in adult children of alcoholics. 


Summary 


Children of alcoholics tend to encounter many serious prob- 
lems as they attempt to fulfill the demands of adult life: They 
often have great difficulty separating and individuating from 
their families; they are liable to have trouble maintaining ad- 
equate and stable levels of self-esteem; and they are frequently 
unable to make steadfast commitments in work or love. Perhaps 
most importantly, children of alcoholics seem drawn to an al- 
coholic lifestyle, and are likely to become deeply and painfully 
involved with partners, causes, and compulsions that endanger 
their physical, psychological, and spiritual well-being. The 
source of these problems is a disturbance of the parent-child 
relationship in alcoholic homes. Instead of providing their chil- 
dren with support, encouragement, and unconditional regard, 
alcoholic and enabling spouses are likely to abuse, exploit, and 
neglect them. When children are hurt by their selfobjects instead 
of nurtured by them, the result is a severe disturbance of the 
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internal object relationships that form the foundation of the self 
and extensive fragmentation (splitting) of the psyche that also 
weakens the self. 

First the “true,” or nuclear, self—when it feels itself threatened 
by the parents—retreats to a place of hiding in the unconscious. 
That is, it is “split off” from the central, conscious ego. Though 
the true self may make its existence known through acts of im- 
pulse or subjectively experienced longing, it is never allowed 
direct expression and remains alienated from, and misunder- 
stood by, the conscious self. A “false self” arises to carry on 
conscious transactions with the external world and to provide 
the true self with the camouflage it feels it needs. Though the 
false self may contain many socially valued elements, and may 
realize a certain degree of success in academic and vocational 
pursuits, it is inherently unstable, and never feels entirely “real” 
to the adult child. Moreover, feelings of frustration, futility, and 
loneliness emanate from the true self, isolated as it is, and de- 
prived of meaningful intrapsychic and interpersonal inter- 
course. These feelings periodically build up, overwhelm the 
adult child’s capacity to split and repress, and become outright, 
conscious psychic pain. The erection of a false self also interferes 
with the struggle to separate and individuate, since it masks 
and weakens the parts of the self that are truly distinctive and 
that form the “lost heart of the self” necessary for the full re- 
alization of one’s individuality. 

The self of the adult child is also damaged by the individual's 
effort to psychically contain “bad” (abusive, exploitative, ne- 
glectful) aspects of the parent. The internalization of bad objects 
represents, in part, a passive acceptance of parental projections 
and relatively passive processes of identification with dramatic 
aspects of parental character. However, it is also the result of 
the child’s active effort to secure a portion of the externa] en- 
vironment by taking its more frightening aspects into the self. 
This is a strategy which severely depletes self-esteem, promotes 
a sense of hopelessness in the adult child, and requires further 
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harmful splitting of the psyche. It also leads to a futile attempt 
to restore the self by rehabilitating bad objects. This creates the 
“infinite loop” of familial alcoholism—an endless cycle of dis- 
appointment and despair. 

Internalized bad objects become a part of the (unconscious) 
ego and become capable of attacking other parts of the ego and 
the self. The part of the ego most at risk is that which recognizes 
a need for empathic connectedness to other people—for psycho- 
logically sustaining selfobject relationships. This “libidinal 
ego, as Fairbairn would call it, is particularly vulnerable be- 
cause it is so often attacked by alcoholic and enabling parents, 
who are relatively unable to provide an adequate selfobject en- 
vironment for their children. When the antilibidinal ego of the 
adult child, identified with the rejecting aspect of the parents, 
attacks the libdinal ego, this further damages self-esteem. It also 
causes a withdrawal from potentially intimate, satisfying 
selfobject relationships, making the adult child appear and feel 
unstable, and leaving him more isolated and lonely as well. 

Though bad objects, and the parts of the self that are identified 
with them are normally repressed or split off from conscious- 
ness, they may be released by a traumatic incident. The alcoholic 
lifestyle in which many adult children are immersed subjects 
them to chronic stress and frequent traumatic disappointments 
that evoke the pains of the childhood home and cause repressed 
memories and bad object relationships to penetrate to con- 
sciousness. When adult children feel trapped, once again, in a 
dangerous, sadomasochistic world, they may reactively identify 
with the perceived aggressor and become abusive, exploitative, 
and/or neglectful themselves. This is another aspect of instability 
in adult children. 

It should be fairly obvious that the defects of self to which 
adult children are frequently heir operate in a circular fashion 
to ensure an unending series of painful defeats. For example, 
unstable self-esteem creates an unwillingness in adult children 
to enter into new activities or relationships that could strengthen 
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the self and the feelings of self-worth. The failure to form new, 
more healthful attachments further hampers adult children’s 
efforts to separate from unsatisfying, hurtful relationships with 
family members. When adult children are not able to separate 
from their destructive parents and siblings, this further damages 
their self-esteem. The unrelieved exposure to destructive rela- 
tionships deepens their hopelessness about the entire object 
world. This hopelessness reinforces the need to submerge the 
true self, and promotes unstable relationships and psychological 
isolation. This leads to more problems with self-esteem, and so 
forth. A psychotherapy that serves to reveal and strengthen the 
true self can therapeutically pierce this vicious circle of failure 
and continued damage to the self. 


THE RESTORATION 
OF PSYCHIC STRUCTURE 
IN PSYCHOTHERAPY 


Tue BRITISH object relations theorists, and Heinz Ko- 
hut, proposed models of psychotherapy that aim to uncover, 
clarify, and strengthen key aspects of psychic structure that have 
been distorted or badly damaged in struggles with parents. 
These theorists have all suggested that certain critical aspects of 
the true self have been driven into hiding (repressed or split off) 
as a means to preserve them. They thus believed that psycho- 
therapy should aim at the liberation of the hidden self, and its 
integration into the central sector of the psyche. Their ap- 
proaches to the unification of the psyche, or as Kohut would have 
it the restoration of the self, are remarkably similar in many re- 
spects and diverge dramatically from the classical approach to res- 
olution of transference neuroses. Perhaps the structural approach 
is most easily understood by comparing it to psychoanalytic per- 
spectives on several important aspects of treatment, including ther- 
apeutic goals, the nature of transference, the problem of defense 
and resistance, and the process and technique of psychotherapy. 


The Goals of Treatment 


The classical approach to analysis and analytically informed 
psychotherapy emphasizes the analysis of repressed sexual and 
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aggressive impulses and their integration into conscious life. 
Liberating libidinal energy by lifting extensive repression allows 
the patient to seek and obtain gratification in work and love. 
Freud believed that self-regard was gained mainly through grat- 
ification of object libido (having love returned and possessing 
the loved object) and the sufficiently successful pursuit of the 
ego-ideal, which he conceived as a model ego, based on identi- 
fications with parents or with collective ideals (LaPlanche and 
Pontalis 1973, 44). When analysis is successful, the patient gives 
up the possibility of actual gratification of instinctual urges that 
are at odds with the demands of civilized adult life. He also 
accepts gratifications which can be realized in relationships with 
nonincestuous love objects as well as through sublimation of 
instinctual urges in the pursuit of culturally approved ideals. 
Object relations theory—as it was conceived by the British 
school—and Kohut’s Self Psychology, aim at much different 
goals. They are concerned with the analysis of early environ- 
mental failure, its devastating impact on the evolution of psychic 
structure, and bringing to consciousness those structural ele- 
ments that have been repressed or split off from consciousness 
as a result of environmental trauma. Like psychoanalysis, these 
two theories aim at a loosening of ties to infantile objects, but 
they are not centrally concerned with the maturation and sub- 
limation of sexual instinct. They seek instead the release from 
the unconscious of the massively destructive objects that the 
patient has internalized in the course of “bad” relationships with 
parents, and the subsequent renewal of the patient's self, and 
self-regard, in relationships with supportive and loving objects. 
Winnicott believed that a child's true self is driven into hiding 
by the parents’ failure to adapt to compelling psychic and phys- 
ical needs that the child experiences in early life. He found that 
the splitting off of the true self leads to psychic instability as 
well as great subjective distress. Winnicott proposed that the 
analytic situation provides an opportunity for an analyst to fa- 
cilitate the emergence of the true self. He felt that under con- 
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ditions of considerable psychological safety the false self can be 
surrendered, and the true self can penetrate to consciousness. 
The psychic split finally healed, the patient recovers her indi- 
viduality and vitality and discovers a “new sense of self” 
([1954a] 1975, 290). 

Fairbairn was also concerned with the reunion of a pervasively 
split psyche. Like Winnicott, he felt that psychic splits are the 
result of parental failure, especially extremes of neglect and 
abuse. Where Winnicott saw a true-self—false-self split, however 
Fairbairn saw a “multiplicity of repressed egos” ([1944] 1981, 
94), each associated with “bad” (neglectful or abusive) aspects 
of the parent(s). He thought that the goal of psychotherapy 
should be to alter the “basic endopsychic situation” (p. 109), 
which consists of pitched and painful warfare between these 
psychic structures as they vie for control of the individual’s 
pursuit of objects. In Fairbairn’s scheme, it will be remembered, 
the central ego attacks both the antilibidinal and libidinal egos, 
as well as their objects, and the antilibidinal ego attacks the 
libidinal ego and its object. While Fairbairn said that one of the 
most important aims of psychoanalytic therapy is a reduction 
in the split of the original ego, he felt that this lofty goal can 
never be fully achieved, and that the analyst should also aim at 
amelioration of psychic distress in other ways. He charged an- 
alysts with the task of dissolving the bonds between the subsid- 
iary egos and their respective objects, and reducing the 
aggression of the antilibidinal ego (the internal saboteur) toward 
the libidinal ego and its object. 

Harry Guntrip’s view of the fundamental problem for analysis 
is quite close to the views of Winnicott and Fairbairn. He be- 
lieved that the psychic fault separating “the utilitarian self of 
everyday conscious living and the fear-ridden infantile ego in a 
state of schizoid withdrawnness”’ (1969, 299) must somehow be 
filled and sealed. He also felt that, in those cases in which ‘‘rad- 
ical” psychotherapy, aimed at regrowing the “whole personal 
self,” is an economically, intellectually, and psychologically fea- 


74 Children of Alcoholism 


sible aim for the patient and therapist, it should strive for some- 
thing more than the resolution of particular conflicts in the 
individual's life. The ultimate goal, for Guntrip, was the “re- 
growing of the basic ego, the whole personal self” (1969, 317). 

Kohut described the “essential task of psychotherapy” in 
much the same terms as the British theorists did. He said that 
a good analysis must explore the flaws in the structure of the self, 
strengthen “the existing fabric of the self,” and lay down new 
self structures to “fill the defects of self” that hinder the patient 
(1984, 99-100) These efforts, Kohut believed, enable the patient 
to fulfill the program of the nuclear self in matters of love and 
work. Kohut also said that successful analysis results in a fun- 
damental change in the nature of the patient’s relationship to 
selfobjects. The patient whose self becomes harmonious and se- 
cure in analysis will no longer seek desperately after the response 
of archaic selfobjects. On the contrary, the restored self will be 
satisfied and sustained by the “empathic resonance’ of the 
selfobjects of adult life (1984, 70). Kohut believed, in fact, that 
the “essence of cure” resides in the patient's increased ability 
to “identify and seek out appropriate selfobjects—both mirror- 
ing and idealizable—...and to be sustained by them” (1984, 
77). 


Defense and Resistance 


The classical conception of defense involves the idea that the 
ego must defend the individual against threats to well-being that 
stem from unconscious aggressive and sexual urges. As these 
urges press for satisfaction in reality, the ego employs a number 
of strategies designed to maintain them, and the painful affects 
that are associated with them, in the relative safety of the un- 
conscious. Freud employed the term “resistance” to refer to any 
defensive effort by a patient to prevent the analyst from exposing 
the patient’s unconscious desires. When Rita told me of being 
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humiliated or beaten by her mother, I always asked her to search 
for and describe the feelings she experienced during and after 
the incident. She found it nearly impossible to do so, and always 
told me, “The feelings flash by. [can’t hold on to them long enough 
to tell you about them.” A classical interpretation of Rita’s re- 
sistance to sharing her emotional experience with me would 
likely emphasize her reluctance to confront her rage toward her 
mother. The following material will explain why a structural 
theorist would be more likely to link Rita’s blocking emotion in 
the session to her unconscious effort to restrain the longing of 
her battered, dependent, and deeply hidden true self to share 
its hurt with me and to experience me as a soothing, maternal 
selfobject. 

The British theorists departed from classical analytic theory to 
advance the idea that, in some cases, psychopathology can be 
traced to structural anomalies in the psyche. Their conception of a 
massively split psyche and an embattled self driven underground 
required them to elucidate the strategies that the self might employ 
in its struggle to survive. Their efforts greatly expanded classical 
notions concerning defense and resistance, and pointed toward a 
revolutionary declaration by Kohut in 1984 that “the so-called de- 
fense-resistances are neither defenses nor resistances” but rather, 
“valuable moves to safeguard the self.” (1984, 141). The adult child 
has typically mastered a variety of strategies designed to conceal 
and protect a severely damaged core self from further injury. He is 
on guard against anyone, including a psychotherapist, who may re- 
veal this core and expose it to more harm. Psychotherapists must 
understand the real meaning of these strategies in order to respond 
to them effectively. 

Winnicott conceived of a “central or true self” that contains 
the “inherited potential” of the individual and which, under 
normal circumstances, acquires “at its own speed a personal 
psychic reality” (1975, xxxviii). He proposed that any threat to 
this normal course of development of the true self engenders 
profound anxiety, and even in early infancy promotes the erec- 
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tion of psychological defenses to ward off the ‘‘impingements’’ 
that threaten the self. 

Winnicott saw the repression of the true self and the adoption 
and elaboration of the false self as the principal defense of the 
individual against severe failures of parental adaptation. He said 
that the false self serves to “freeze the failure situation” and 
emphasized that it is “normal and healthy” for the person to 
defend the self in this way ([1954a] 1975, 281). He also said that 
this defensive strategy reflects a hope that the psychological di- 
lemma the individual faces may eventually find a happy 
resolution: 


Along with this [freezing of the failure situation] goes an uncon- 
scious assumption (which can become a conscious hope) that op- 
portunity will occur at a later date for a renewed experience in 
which the failure situation will be able to be unfrozen and re- 
experienced, with the individual in a regressed state, in an en- 
vironment that is making adequate adaptation. ({1954a] 1975, 
281). 


Winnicott’s ideas about a healing “regression to dependence” 
in an adequately adapted psychotherapeutic environment are 
discussed below. 

Fairbairn openly challenged Freud's idea that it is only libido 
that is repressed in the event of psychic conflict. He viewed in- 
stinct as “inseparable from (psychic) structure,” as ‘‘represent- 
ing simply the dynamic aspect of structure” ([1944] 1981, 119) 
and, like Winnicott, saw the repression of psychic structure as 
a centrally important defensive maneuver. 

Fairbairn, once again, believed that a variety of psychic struc- 
tures are repressed in response to environmental trauma. He 
called the repression of the exciting and rejecting objects by the 
undivided central ego “direct repression” ([1944] 1981, 115). In 
his view, the ego secondarily rejects two parts of itself that are 
attached to the two internal objects (the libidinal ego and the 
antilibidinal ego, or internal saboteur, respectively) and re- 
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presses them. The repression of the objects and their correspond- 
ing subsidiary egos constitutes “direct repression” (p. 115) in 
Fairbairn’s parlance. He called the aggression of the internal 
saboteur against the libidinal ego and the exciting object “in- 
direct repression” (p. 118) since it is a “very powerful factor in 
furthering” the direct repression of the structures that offend 
the central ego (p. 116). 

Fairbairn found that the attachment of the libidinal ego to the 
exciting object, while itself a result of direct repression, also 
serves to maintain repression and to divert the individual away 
from outer reality. He said that it therefore “constitutes a par- 
ticularly formidable source of resistance—and one which plays 
no small part in determining what is known as the negative 
therapeutic reaction” ({1944] 1981, 117). This is to say, the pa- 
tient abandons the internalized bad objects with extreme re- 
luctance and defends mightily against their release from the 
unconscious. This is because the objects were initially internal- 
ized in a sort of “pact with Satan” ([1943] 1981, 70) that the 
patient entered in a desperate effort to establish control over 
their intolerable badness. The patient fears to surrender the 
repressed objects lest the environment once again become “‘peo- 
pled with devils which are too terrifying for him to face” (p. 69). 
Fairbairn described the frightening quandary that the patient 
faces upon entering psychotherapy: 


It is true that it is from his symptoms that [the patient] con- 
sciously desires to be relieved, and that a considerable proportion 
of psychopathological symptoms consist essentially in defences 
against a “return of the repressed” (i.e. a return of repressed 
objects). Nevertheless, it is usually when his defences are wearing 
thin and are proving inadequate to safeguard him against anxiety 
over a threatened release of repressed objects that he is driven to 
seek analytical aid. From the patient’s point of view, accordingly, 
the effect of analytical treatment is to promote the very situation 
from which he seeks to escape....he is not slow to realize that 
he is being cured by means of a hair from the tail of the dog that 
bit him. ([1943] 1981, 75) 
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Fairbairn believed that the patient’s guilt about being bad 
represents an effort to maintain the repression of the bad objects, 
and should be regarded as a resistance to psychotherapy and to 
the analyst's efforts to release and expose the objects that have 
been buried in the unconscious. 

Guntrip felt that the principal effect of parental abuse and 
neglect is to menace the very “selfhood” of a child and that 
defenses are raised in the interest of protecting the independence 
and freedom of determination of the self (1969, 289). He agreed 
with Winnicott and Fairbairn that the fundamental defensive 
strategy that the individual employs is to split off the needy and 
fearful part of the self, and he emphasized that the individual 
seeks thereby to withdraw the “heart of the self” from poten- 
tially harmful interactions with other people. 

Guntrip thought that his schizoid patients had been taught 
from childhood to despise dependence on other people and that 
they greatly feared the weakness and need of the hidden self, 
which he also called the “regressed ego” (1969, 74) and which 
he viewed as the “headquarters of all the most serious fears” (p. 
307). Guntrip found that his patients went to enormous lengths 
to avoid needing and interacting with others, since they feared 
that the exposure of their needs would throw them back on “the 
weakest part of [the] self.” He said that the “ultimate meaning” 
of Fairbairn’s antilibidinal ego is that “it enshrines the fright- 
ened child's fear of his own weakness, his desperate struggle to 
overcome it by self-forcing methods and by the denial of all 
needs....a struggle based on identification with rejective per- 
sons in real life” (p. 284). He found that this identification with 
rejecting parents (the libidinal cathexis of the bad object) formed 
the basis for a resistance to a good relationship with the analyst 
and the exposure of the regressed ego. Guntrip, much as Win- 
nicott and Fairbairn, felt that this exposure, this “controlled 
constructive regression,” represents the only path to recovery 
and regrowth (p. 284). 

Though Guntrip’s patients were terrified of further damage to 
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the heart of the self, they also proved to be terrified of the pro- 
found aloneness that their withdrawal from other people en- 
gendered. They therefore attempted to walk a narrow line 
between their twin terrors, engaging in just enough relatedness 
with others to stave off profound loneliness, and staying suffi- 
ciently detached from others to avoid the possibility of further 
harm to the self. Guntrip called this strategy the ‘‘schizoid com- 
promise’ and said that its fundamental purpose is to retain 
relationships in a form that does not require a complete emo- 
tional engagement. (1969, 58—66) He said that schizoid patients 
employ this strategy in all relationships, and that it is actually 
rather easy to accomplish such a compromise in the analytic 
relationship. 

Guntrip believed that schizoid patients are always resisting, 
to some extent, real dependence on the therapist, and that they 
have a variety of means at their disposal to do so. He described 
the “blocked analysis” as one of the most common forms of the 
schizoid compromise. In this case, the patient keeps coming to 
sessions, but never presents any real emotional issues for anal- 
ysis: “He dare not give up, or serious anxiety will break out, and 
he dare not ‘let go’ and take the plunge into genuine analysis, 
or just as serious anxiety will be released.” (1969, 294) He found 
that another compromise technique commonly practiced by 
these patients is to turn analysis into an intellectual discussion 
“about religion, or morality, or human relations in society, or 
their doubts about psychoanalysis” (p. 297). Other patients may 
compromise by establishing “half-in-and-half-out relation- 
ships” in “real life” and hiding these from the analyst. Guntrip 
said that such patients never “properly ‘belong’ to anything.” 
Their nature is that of “a dilettante smatterer, toying with life 
rather than living it... like a butterfly alighting for a time then 
flitting on” (p. 302). Guntrip offered drug dependency as one ex- 
ample of this sort of compromise. 

Finally, Guntrip felt that classical analysis itself might be used 
by some schizoid patients as a way to mark time without ever 
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really confronting the needs of the hidden self (1969, 303). He 
warned that if analysts encourage their patients to regard sex 
and aggression as the ultimate bases of the their conflicts, their 
patients will never discover that these issues are only defenses 
against the more fundamental fears of intimacy and aloneness. 
Guntrip remarked in this connection that sexual relationships 
in reality and fantasy are frequently a defensive substitute for 
real relationships with real people (p. 306). 

Guntrip remarked that the schizoid patient is “bound to be 
on the defensive against the very person whose help he seeks” 
and that all through treatment, such individuals will be “tossed 
about between...fears of isolations and...fears of emotional 
proximity (1969, 289). He asserted that the schizoid compromise 
inevitably presents itself “in a thousand forms” throughout 
treatment as the patient struggles with the issues of ‘ “near and 
far, dependence and independence, trust and distrust, accept- 
ance of and resistance to treatment, the need of a security-giving 
relationship and fear of all relationships as a threat to one’s 
separate existence” (p. 292). He thought that it is critical for the 
therapist to understand that this kind of oscillation does not 
reflect mere “perverseness, or negative transference, or moral 
fault,” but that it is a perfectly understandable effort by a self 
that has been mortally threatened to defend its very existence 
(p. 296). 

It fell to Heinz Kohut to completely overthrow the classical 
model of defense and resistance. While Kohut found the classical 
view helpful in understanding transference neurosis, he called 
it “unsatisfactory ...in explaining personality in general and the 
psychopathology of personality disturbances in particular—es- 
pecially disturbances in which the essential psychopathology 
results from the “thwarted development of the self” (1984, 113). 
Kohut said that he preferred to speak of the “defensiveness” of 
patients, rather than their “resistance” to treatment. He clearly 
felt that any effort by a patient to hide the self from the therapist 
is undertaken in the interest of preserving the self against “de- 
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struction and invasion” and “takeover” and that this is the pa- 
tient’s only purpose in “resisting” or thwarting the therapist: 


Defense motivation in analysis will be understood in terms of 
activities undertaken in the service of psychological survival, that 
is, as the patient’s attempt to save at least that sector of his nuclear 
self, however small and precariously established it may be, that 
he has been able to construct and maintain despite serious in- 
sufficiencies in the development-enhancing matrix of the self- 
objects of childhood. (1984, 115) 


Kohut viewed the existence of defensive structures in the psy- 
che as an example of the operation of the “principle of the pri- 
macy of self-preservation” (1984, 143). Like Winnicott, he saw 
defensive activity as an indication of the individual’s undying 
hope for future recovery and continued self-development. He 
believed that if therapists can understand this deeper meaning 
of psychological defense, then the further growth of the nuclear 
self is indeed possible. 


The Nature of Transference 


Freud greatly enlarged our understanding of the complex 
psychic interplay between patient and psychotherapist with his 
concept of transference. He believed that transferential phenom- 
ena are at the heart of all human relationships, and that cure 
in psychoanalysis depends on an accurate understanding and 
interpretation of their operation in the analytic relationship. 

Freud believed that “expectant libidinal impulses” are inev- 
itably aroused in an individual whose need for love is substan- 
tially ungratified, by “each new person coming upon the scene.” 
Therefore, he found it natural that unconscious, unsatisfied li- 
bidinal wishes are turned toward the analyst; that “the figure 
of the physician [is weaved] into one of the ‘series’ already con- 
structed in [the patient’s] mind” (Freud [1912] 1959, 313). Freud 
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saw transference phenomena as an invaluable source of infor- 
mation about the patient, since the content of the wishes ex- 
pressed toward the analyst plainly reveal the nature of the 
conflicts which are hindering the individual's effort to work and 
love. However, he also saw the transference as the most powerful 
weapon at the patient's disposal for resistance to the cure. The 
analytic cure, of course, rests on the exposure of repressed sexual 
and aggressive wishes, and Freud discovered that transference 
issues (in particular, negative feelings toward the analyst) seem 
to become prominent just at those moments in the analysis when 
significant repressed material appears likely to penetrate the 
patient’s consciousness, and that they serve to effectively block 
the flow of associations. Freud conceived of a battle between pa- 
tient and analyst, “ʻa struggle ... between intellect and the forces 
of instinct, between recognition and the striving for discharge” 
that is “fought out almost entirely over the transference-mani- 
festations  (p. 322). 

The British theorists and Kohut also saw the analyst’s accu- 
rate understanding and careful handling of transference phe- 
nomena as the principal instrument of cure in psychoanalytic 
psychotherapy. In their work, however, the concept was grad- 
ually enlarged so that it has now come to include the idea that 
repressed or split-off aspects of the self, including affects, un- 
fulfilled needs, and the object relationships that are associated 
with them, inevitably reemerge in the context of the therapy 
relationship. Furthermore, these theorists viewed the defensive 
aspects of transference as adaptive efforts to protect the 
wounded self from further damage. They did not view analysis 
of transference as a struggle between the patient and the analyst, 
but conceived of the analyst as struggling to understand the 
painful condition of a divided, distorted, and hidden self, and 
to communicate this understanding to the patient. 

Winnicott obviously believed that something deeper than a 
transference, or displacement, of affects and needs from one 
object onto another occurs in psychotherapy. He tried to convey 
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the largeness and complexity of the transference experience in 
cases of pronounced true-self—false-self splitting by saying that, 
“Whereas in the transference neurosis the past comes into the 
consulting-room, in this work it is more true to say that the 
present goes back into the past, and is the past....the analyst 
finds himself confronted with the patient’s primary process in 
the setting in which it had its original validity.” ({1955] 1975, 
297—298) He expanded upon this idea by saying, “one digs down 
to solid rock, by which I mean that one sees real things re-lived 
in this work” ([1948] 1975, 167). 

Winnicott explained that, under conditions of “good enough 
adaptation” by the analyst, the patient’s ego can begin to “‘re- 
call” the parents’ original failures, which heretofore have been 
kept out of consciousness, and to become angry about them. 
These experiences of recall are first manifest in the patient's 
capacity to respond angrily to some failure on the part of the 
analyst, as if it were an original parental failure. He said, ‘‘Fail- 
ures there must be and indeed there is no attempt to give perfect 
adaptation. ...The clue is that the analyst's failure is being used 
and must be treated as a past failure, one that the patient can 
perceive and encompass, and be angry about now.” ({1955] 1975, 
298) Winnicott said that patients “use” the analyst's errors to 
become angry, for the first time, about parental failures that 
were supremely disruptive when they occurred. He saw this 
development as a key occurrence in the therapy, and thought 
that analysts’ responses to this type of patient anger largely 
determine the ultimate success or failure of treatment. 

Winnicott found that many of his patients seemed to briefly 
withdraw from waking reality during their sessions with him, 
in some cases, actually dozing off. Winnicott saw these episodes 
as transferential—that his patients were reliving an early con- 
dition of need and incapacity. Further, they were coping with 
their reawakened needs by doing what they had likely been 
called upon to do as children. That is, instead of looking to the 
analyst for care and support, they were withdrawing and, in 
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effect, “holding” themselves. Winnicott felt that if the analyst 
can manage to “hold” the patient by deeply understanding what 
the patient is experiencing during these momentary withdraw- 
als, the withdrawal can be turned into a constructive “regression 
to dependence” in which the patient learns to trust that he may 
safely reveal the neediness and longing of the true self to another. 
([1954a] 1975, 290—291) 

Fairbairn emphasized the “‘psychopathological return of bad 
objects” as an important transference phenomenon ([1943] 1981, 
75—76). He found that traumatic conditions in the present en- 
vironment can trigger a release from the unconscious of the 
intolerably “bad” objects that the patient long ago repressed. 
When these bad objects “escape” from the unconscious, the pa- 
tient is forced to confront early events that were too terrifying 
to maintain in consciousness. Like Winnicott, Fairbairn believed 
that the patient in such a situation is actually reliving an early 
and intensely painful situation. He said, “External situations... 
acquire ...the significance of repressed situations involving re- 
lationships with bad objects. This phenomenon is accordingly 
not a phenomenon of projection, but one of ‘transference’ ” 
(p. 76). Fairbairn felt that a controlled release of bad objects 
from the unconscious is devoutly to be desired in analysis, 
since the bad objects are such malignant elements of psychic 
structure, and their emergence in consciousness is the only 
way that the patient’s libidinal bond to them can be dissolved. 

Guntrip was largely in accord with Winnicott’s and Fair- 
bairn’s views concerning the nature of transference phenomena. 
He pointed out, however, that the transference might also con- 
tain “unsatisfied legitimate longings for parental affection” 
(1969, 334), and that these might be disguised in sexual fantasies 
about the therapist. Guntrip warned that fantasies like these are 
not to be dismissed as mere infantile erotic wishes that the 
patient will have to outgrow. He saw them as “‘precious mem- 
ories of a time when the parent-child relationship [was] good” 
and believed that patients who experienced such fantasies are 
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regressing under “present-day strain” to thoughts of an early 
security that is now lost (p. 334). 

This recalls Winnicott’s discussion of the necessity of a 
“regression to dependence’ which the analyst must welcome 
and facilitate. Guntrip’s description of this phenomena conveys 
somewhat more explicitly the idea that the patient not only 
reexperiences an early intense dependence, but actually longs 
for the “holding” that the therapist may provide. This idea fore- 
shadowed a key element in the work of Heinz Kohut, who even- 
tually described in great and poignant detail the individual's 
longing for strong and loving selfobjects. Guntrip thought that 
while a patient might actually speak of wishing to be held in 
the therapist's lap, the therapist can adequately satisfy the long- 
ing that is being expressed by accepting and understanding the 
patient's need (1969, 335). This is, of course, identical to Win- 
nicott’s conception of how the analyst provides an adequate 
“holding environment” for the patient. 

Kohut saw the analysis of transference as the “center of the 
analytic task” (1984, 201), and insisted that analysts’ most “piv- 
otal communications” to patients always concern transference 
phenomena (p. 192). He believed that transference relation- 
ships are founded upon particular, universal human needs and 
longings, but he was careful to distinguish his own model of 
transference from Freud's view that the analyst is the object of 
the patient’s displaced instinctual urges. Kohut believed that 
the character of the transference is determined by something 
quite a bit grander than a drive for instinctual gratification. In 
his view, it is fundamentally shaped by the patient’s need for 
selfobjects who stimulate and help to maintain the very 
“cohesion, vitality, strength, and harmony of the self” (p. 197). 

Kohut identified three distinct ‘“‘selfobject transferences”’ that 
arise as a result of frustrated developmental need. These include: 
(1) the mirror transference, in which the patient strives for the 
confirming and approving and hence self-maintaining responses 
of the selfobject; (2) the idealizing transference, in which the 
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patient searches for a selfobject who is worthy and accepting of 
her need to merge with “an ideal of calmness and strength”; 
and (3) the twinship or alter ego transference, in which the pa- 
tient seeks the “reassuring experience of essential likeness” 
(1984, 192—194). 

Kohut maintained that the analysis of the predominant trans- 
ference(s) manifested by a particular patient allows the analyst 
to identify the specific critical need(s) that are unfulfilled and 
likely well-concealed in the patient, and which undoubtedly are 
the source of great psychic pain. He said that the appearance of 
a selfobject transference in analysis is a sure sign that the in- 
dividual’s childhood needs for responsive selfobjects have not 
been entirely thwarted, and that the patient has managed to 
keep alive at least some meager hope of eventual self-realization 
and meaningful relatedness with other people. He viewed the 
psychoanalytic situation, in which the patient becomes the focus 
of the empathic attention of the analyst, as an ideal stimulus 
for the intensification of this hope and the evolution of the 
selfobject transference(s). 

A theoretic wave, initiated by the British theorists, and flow- 
ing away from classical notions concerning the struggle be- 
tween libido and the requirements of social order, reaches its 
highwater mark with Kohut’s revision of the concept of trans- 
ference. The psychotherapist is no longer at war with the pa- 
tient’s ego as it seeks to disguise the primitive urges of the id, 
but rather, becomes the advocate of the patient's self, as it 
struggles toward health by slowly reveuling its damaged and 
fearful core. 


Process and Technique 


Classical psvchoanalysis is founded_on the premise that neu- 
rosis may be cured by exposing unconscious conflicts between 
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the individual’s urge for instinctual gratifications and the pres- 
sures of conscience and reality that oppose such gratification. 
The technique of psychoanalysis calls for the patient to “free 
associate” as a means of exposing these unconscious conflicts, 
and for the analyst to interpret resistance, transference, and id— 
ego struggle as these phenomena manifest themselves. Ideally, 
the analyst is to conduct herself according to the “rule of ab- 
stinence. This means that she must refrain from gratifying pa- 
tients’ demands for primitive id satisfactions, and must also 
avoid conforming to unconscious expectations that she will be- 
have much as the parents did. The classical analyst, in other 
words, should serve as an uncontaminated screen for the pa- 
tient’s projections by maintaining an attitude of “neutrality” 
toward the patient, with his various demands and expectations. 

British object relations theory and Self Psychology have re- 
vised many of the concepts that form the foundation of classical 
psychoanalysis and redefined the appropriate ends of analytic 
work, at least in regard to the therapy of certain types of per- 
sonality disorder. These two approaches also prescribe far dif- 
ferent means for the achievement of these ends. Their 
understanding of the meaning of patients’ demands for gratifi- 
cation from therapists and their ideas about how such demands 
ought to be handled by a therapist are dramatically different 
from those of Freud. 

Winnicott attributed a great deal of psychic suffering to par- 
ents’ failures to respond adequately to their children’s needs; 
therefore, he placed great importance on the therapist's capacity 
to understand, accept, and interpret these needs to patients. He 
believed that where parents are not reponsive to a child's most 
basic and critical needs, the true self that contains these needs 
will be repressed, and a false self will dominate the personality. 
Winnicott said that, in cases of severe false-self—true-self split, 
the main task of the analyst is to respond to patients’ needs as 
would an “ordinary devoted mother” ([1956] 1975, 302), thus 
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permitting the emergence of the true self. Failure to do so will 
result in “a reproduction of the environmental failure situation 
which stopped the processes of self growth” ({1954a] 1975, 288). 

Winnicott said that the analytic setting, by virtue of its reli- 
ability, and its intense focus on the patient, duplicates early 
mothering techniques and invites the patient to “regress to de- 
pendence.” Believing that organized regressive episodes form 
the bases for new growth, Winnicott stressed that he was con- 
cerned not with a return to particular points in the instinctual 
life of the individual, but rather, “to good and bad points in the 
environmental adaptation to ego needs and id needs” ([1954a] 
1975, 283). He believed that when parents fail in some profound 
way to adapt to a child’s needs, this “failure situation” becomes | 
“frozen” in the child’s psyche, but that it can become unfrozen 
and be reexperienced later, in the context of an environment 
that is making adequate adaptation (e.g., in psychotherapy). He 
felt that it was necessary for patients to reexperience early states 
of intense need with the analyst and for the analyst to correct 
parental errors at this point by deeply understanding the need 
and conveying this understanding ([1954b] 1975, 261). 

Winnicott said that the deep understanding of patient need is 
one aspect of “management in analysis.” He stressed that man- 
agement does not involve satisfaction of patients’ whims, nor 
an avoidance of their demands for help by providing reassur- 
ance. Rather, it means countering the adaptational deficits of 
the parental home by providing what is most fundamentally 
needed by the patient. Khan, in his 1971 introduction to Win- 
- nicott’s text noted that this might include “abstention from in- 
trusion by interpretation, and/or a sensitive body-presence in 
the person, and/or letting the patient move around and just be 
and do what he needs to” (p. xxvi). 

Above all, for Winnicott, management seems to mean “‘hold- 
ing” the patient in the secure grasp of the analyst’s understand- 
ing and acceptance. This understanding and acceptance— 
proffered in the midst of what is, for the patient, a very painful, 
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very frightening, regression to dependence—makes it possible 
for the patient to stop protecting the needy true self through the 
device of a false self, and permits a “new progression of the 
individual processes which had stopped”. As the individual so 
progresses, she is able to feel anger about early environmental 
failure, and to express this anger in the present. In fact, in time, 
all the repressed feelings of the true self can be realized with 
“genuine vitality and vigor.” In this sense, regression leads to a 
“new sense of self” ((1954a] 1975, 287). 

Winnicott observed that communication with the true self in 
psychotherapy is also facilitated when the analyst directly ad- 
dresses the condition of the self by pointing to its critical deficits, 
including its nebulous state, or its lack of knowledge. He found 
this approach to be much more useful than a prolonged analysis 
of ego-defense mechanisms, since the patient is, after all, devoted 
to the proposition that the false self is the real, total self, and 
will therefore cooperate endlessly with a therapist who sees the 
defensive layers of the personality as the most important aspect 
of the patient. Winnicott thought that real progress in psycho- 
therapy can be made only as the therapist reaches out to the 
needy true self behind the defenses. 

Winnicott saw that as therapists strive to adapt to patients’ 
needs by understanding and addressing the needs of the true 
self, they inevitably make mistakes. Winnicott believed that an 
analysis and working through of these mistakes can be extremely 
valuable in psychotherapy. His statement that patients “use” 
the analyst's errors anticipated Kohut’s later observation that, 
while an analyst's “optimal failures” will make the patient re- 
treat, temporarily, from the analyst, an analytic investigation 
of this phenomenon can make the patient’s self more resilient 
and lead to the development of new self structure. 

Winnicott believed that patients become intensely angry and 
“act out” over seemingly small errors of judgment on the part 
of their therapists, because these failures are used by patients 
as a way of being angry about past failures of parental adap- 
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tation. The past failures are too threatening to face and react 
to, but the present failures can be perceived and encompassed, 
so that the patient feels able to be angry about them in the 
present. In Winnicott’s view, patients’ resistance or acting out 
always means that the analyst has made a mistake, “or in some 
detail has behaved badly,” and he believed that the resistance 
will remain until the analyst discovers the error, analyzes it, 
and uses it. He warned that the therapist who defends himself 
against the patient's anger deprives a patient of the “opportunity 
for being angry about a past failure just where anger was be- 
coming possible for the first time” ({1955] 1975, 298). He sug- 
gested that, instead, the analyst work toward discovering the 
error and deducing what was really needed by the patient at 
the point at which the error was made. He said that this will 
help the therapist and the patient to understand what went 
wrong in the original environmental failure situation and will 
produce a sense of relief in the patient. He felt that it also can 
lead to “a new sense of self in the patient” ({1954a] 1975, 290), 
though he did not explain why this should be so. 

Winnicott’s notes on analytic technique are principally con- 
cerned with the reclamation of the true self. Fairbairn also be- 
lieved that human needs and object-longing (in the form of the 
libidinal ego) must be liberated from the unconscious in the 
course of analysis. Moreover, he felt that an analyst must some- 
how coax a schizoid patient into releasing his internalized and 
repressed bad objects, or at least reduce the active struggle be- 
tween various structural components of the patient's psyche. 

Winnicott suggested that analysts avoid preoccupation with 
their patients’ ego-defenses, and Fairbairn also found that, in 
cases of severe psychic splitting, interpretations at the level of 
id gratification are of little avail. He found that it is far more 
productive to talk to patients about their object-relationships, 
“including of course, relationships with internalized objects” 
([1943] 1981, 74). He said that all libidinal striving, or efforts to 
meet one’s needs through object-relationships, should be rep- 
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resented to the patient as the result of love, and therefore as 
fundamentally good and healthy. 

Fairbairn felt that any explicit reference to libidinal “badness” 
in psychotherapy should be reserved for those cases in which 
the patient has cathected a “bad” object. (When Fairbairn refers 
to an object as “bad,” he usually means that the object is un- 
available or abusive.) Fairbairn’s idea that all libidinal striving 
is basically good and loving and object-directed, that badness 
resides not in the nature of the need but in the nature of the 
object, clashes with Freud’s conception of libido as always sex- 
ual, as frequently primitive in its expression, and as emanating 
from an id that is by definition at odds with the dictates of reality 
and conscience. Thus, Fairbairn approached his patients with 
the idea that interpretations involving the concept of guilt 
should be applied only to situations in which they were involved 
with bad objects, and should never be used to convey the idea 
that a particular need is primitive or inappropriate. He also felt 
that the analyst should usually be cautious about accusing pa- 
tients of aggressive intent against objects, since it exacerbates 
their sense of being “bad.” It will be remembered that schizoid 
patients have internalized bad objects and feel pervasively 
“bad” anyway, and tend to use guilt as a defense against re- 
leasing their bad objects. Therefore, interpretations about 
aggression against objects can serve to reinforce a patient's de- 
fenses, rather than to penetrate them. 

Though Fairbairn saw the analyst's benevolent attitude to- 
ward libidinal striving as an essential therapeutic factor, he 
believed that bad objects will finally be released from the pa- 
tient’s unconscious only if the analyst has managed to become 
a good object for the patient. Once again, Fairbairn felt that the 
deepest source of resistance in psychotherapy is the patient’s 
fear of releasing bad objects. He believed that the analyst must 
provide patients with a deep sense of security and safety in which 
to release the internal “devils” by supplying them with a good 
object relationship. Fairbairn’s idea that the therapist must be- 
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come a “good” object to patients who have been surrounded by 
neglectful and abusive “bad” objects seems quite close to Win- 
nicott’s view that the therapist must create a “holding environ- 
ment” that avoids the adaptational sins of the parents and 
restores the patient’s hope, trust, and selfhood. 

Harry Guntrip’s perspective on analytic technique included 
Winnicott’s ideas about the necessity of recovering the true, fear- 
ridden self through a regression to dependence in psychother- 
apy, and also incorporated Fairbairn’s idea that the intense li- 
bidinal attachments of the patient to bad objects must be 
overcome in treatment. In addition he culled the writings of 
Winnicott and Fairbairn and deeply mined his own clinical ex- 
periences to provide a vivid and detailed account of the subjec- 
tive state of the schizoid self, one that is extremely helpful to 
the clinician who seeks to understand and mitigate its longing. 
His eloquent attempt to distinguish what the analyst must do 
for the patient, and what the analyst must be to the patient in 
order for treatment to succeed brings much greater clarity and 
depth to such concepts as the holding environment and the an- 
alyst as a good object. His work on this issue is an elaborate 
precursor of Kohut’s conception of the analyst as an empathic 
and idealizable selfobject for the patient. 

Guntrip conceived of psychotherapy as progressing through 
three stages, or levels. The first is concerned primarily with the 
analysis of oedipal conflicts, the second is taken up with exami- 
nation of the “schizoid compromises” in personal relations, 
while the third level, of “radical” psychotherapy, consists of a 
regression to dependence in which the “lost heart of the total 
self” reemerges and begins to grow once again. Guntrip said 
that in this third stage, the analyst gains real contact with the 
“terrified infant in retreat from life and hiding in his inner cit- 
adel.” He quoted Fairbairn’s observation that watching such a 
patient struggle between the intense fear of, and the desperate 
need for, human relationships is like watching “‘a timid mouse, 
alternately creeping out of the shelter of his hole to peep at the 
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world of outer objects and then beating a hasty retreat” (1969, 
282-283). 

The fear of contacting outer objects is, for Guntrip as it is for 
Fairbairn, not just a fear that one will encounter further abuse 
and neglect. It is also a fear of relinquishing the “restrictive, 
oppressive, persecutory, inhibiting” bad objects of childhood 
that are installed in the psyche: 


... when [the patient] gets over negative transference, i.e., the fear 
of meeting his bad parents again in his therapist, his fear of losing 
them remains so great that he will regard the analyst as someone 
who is going to rob him of his parents, even though it is also true 
that he looks to the analyst to rescue him from them. He will then 
face an awful period in which, if he loses his internal bad objects 
while not yet feeling sure enough that his therapist will ade- 
quately replace them, he will feel that he is falling between two 
stools, or as one patient vividly expressed it, “plunging into a 
mental abyss of black emptiness.” It takes the patient a very long 
time really to feel that the therapist can be and is a better parent 
with respect to giving him a relationship in which he can become 
his own true self. Long after he is consciously and intellectually 
persuaded that this is so, the child deep within cannot feel it. 
(1969, 344) 


Guntrip said that the patient undergoing this kind of regres- 
sion, in which the basic conflict state is finally bared, feels de- 
spairing and hopeless, and periodically retreats back into a state 
of resistance (schizoid compromise). He believed that the patient 
at this stage is hampered in attempts at recovery not only by 
deeply embedded persecutory fears, but also by the existence of 
an “undeveloped weak infantile state.” He postulated “a vicious 
circle in which the fears block ego development and the weak 
ego remains over susceptible to fears.” He said that, “Psycho- 
therapy has somehow to provide a new security in which a new 
growth can begin” (1969, 285). 

Guntrip felt that the principal therapeutic factor in the re- 
covery of schizoid patients “lies in what the therapist ‘is, what 
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he is ‘being’ unselfconsciously in relation to the patient.’ He 
suggested that training analyses should aim not at the students’ 
mastery of technique, but rather at helping students to become 
“whole or integrated” and “capable of effecting a real relation- 
ship through genuine care for and understanding of the patient” 
(1969, 312). He described psychotherapy as a “living personal 
relationship’ and said that “No one is going to lay bare their 
intolerable hidden distress to satisfy someone's scientific curi- 
osity. They will only do so if they become steadily convinced 
that we will stand by them and in the end relieve their misery” 
(1969, 322). 

Guntrip thought that the patient’s need for the therapist tran- 
scends the impulses of infantile eroticism, that the patient has 
“realistic emotional needs” that are “none the less realistic for 
emerging ...in immature forms.” Like Winnicott and Fairbairn, 
Guntrip believed that when such needs emerge, they reflect “that 
level of ...unconscious childhood life which the analysis has 
reached and opened up,” and that the success of psychotherapy 
depends on the therapist's ability to satisfy these basic longings: 


The patient's infantile ego can only grow in a genuine object- 
relationship. If the therapist persists in being, in reality, a merely 
objective scientific intelligence with no personal feeling for the 
patient, he will repeat on the patient the original emotional 
trauma suffered at the hands of parents, which laid the founda- 
tions of the illness. (1969, 335) 


Because he placed such emphasis on the need for therapists 
to satisfy patients’ needs for caring and loving relatedness to 
objects, and because this idea conflicts with traditional concep- 
tions of an appropriately “abstinent” analytic attitude toward 
patients, Guntrip found it necessary to closely examine the im- 
plications of the patient's dependency on the therapist. His con- 
clusion was that “the undermined basic ego” must be accepted 
for what it is, and that this does not constitute indulgence of 
childishness in the patient (1969, 287). He did note that while 
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the patient's libidinal ego longs for such acceptance, the anti- 
libidinal ego in the person hates the fact that another part of 
the self longs for help, and hates receiving any help. He found 
that if the patient senses that the therapist is also on the defen- 
sive against deep neediness in the patient, these needs will be 
forced to the surface of the personality, and the patient will 
become demanding and manipulative toward the analyst (the 
parent surrogate) who is behaving in a rejecting way. If, on the 
other hand, the analyst accepts and helps the child inside the 
patient, it is the antilibidinal ego that is flushed into the open, 
and the patient's most profound conflict—the fear of, and resist- 
ance against, dependency—is exposed. Guntrip believed that 
analysis of this problem is the the only sure path to recovery for 
the patient. 

Guntrip summarized his ideas about technique and patient 
management by saying that, for schizoid patients, three things 
form a basis for recovery. First of all, such patients require “a 
relationship of a parental order which is sufficiently reliable and 
understanding to nullify the result of early environmental fail- 
ure” (1969, 287). He thought that the parent-figure that is sought 
in these cases is needed mainly as “a protector against gross 
anxiety, and should be a purely supportive, protective reas- 
suring love” that can allow one to exist with a sufficient sense 
of security (p. 336). Here, Guntrip’s description of the truly ther- 
apeutic analyst clearly points toward the mirroring, idealizable 
qualities that Kohut later found to be essential in the growth- 
enhancing selfobject. 

Guntrip also found that patients need an analysis of the many 
ways in which their needs for love and reassurance were 
thwarted by the parents and others in the original family group. 
Like Winnicott, Guntrip believed that such understanding is 
achieved primarily through analysis of transference phenomena. 
This is also a theme that will find full expression in Kohut’s 
work. 

Finally, Guntrip was certain that the real curative work of 
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analysis occurs through the medium of a regression to depend- 
ence that the therapist can understand and, in fact, welcome. 
In the context of such a regression, the patient 


begins at first dimly, to feel that what he really needs is the 
basically non-erotic love of a stable parent in and through which 
the child grows up to possess an individuality of his own, a ma- 
turing strength of selfhood through which he becomes separate 
without feeling “cut off,” and the original relationship to parents 
develops into adult friendship... . [this] issue is the most difficult 
therapeutic problem, and in this case the psychotherapist must 
be the kind of person who can relate to the patient in a way that 
enables him to find his own reality and experience a true “ego- 
birth and growth” in a way he could not do with his parents. This 
is something far deeper than questions about the satisfactions or 
conflicts concerning instinctive needs. They are subordinate as- 
pects of a total self, mature or immature. Here we are concerned 
with the possession of a meaningful self as distinct from a mere 
psychic existence which has lost its primary unity. In pursuit of 
this, the psychotherapist must be able to support the patient with 
unfailing care and understanding while leaving him free to be- 
come his own unique self in an “on the level” relationship.... 

... The therapist must now sense, not the patient’s repressed 
conflicts but his unevoked potentialities for personal relationship 
and creative activity, and enable him to begin to feel “real.” (1969, 
336) 


Guntrip’s thinking about the therapist’s attitude toward the 
patient's deepest needs emphasizes the provision of genuine un- 
derstanding and acceptance, but suggests that something more 
is required as well. In the passage quoted above, Guntrip begins 
to make the point that the therapist must really appreciate the 
patient’s individuality, and must approach the patient’s growth 
as an individual from a mainly non-self-interested posture. This 
Guntrip referred to as “true parental love” that “does not regard 
the child as a nuisance, or as a piece of clay to be moulded, or 
as there to fit in merely with the parents’ convenience or to fulfill 
their ambitions for themselves, or what not” (1969, 351). Guntrip 
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felt that this “disinterested personal love” was the sine qua non 
of Fairbairn’s “good object” and hence, of the good therapist. It 
is also a central feature of Kohut’s program for the restoration 
of the self. | 

Heinz Kohut believed that psychological health depends 
solely on the integrity of the structure of the self. His idea that 
flaws in the self-structure are attributable to disturbances in the 
early relationship between the self and its primary selfobjects 
led him to emphasize the curative power of an analyst's em- 
pathic understanding and acceptance of the patient as an 
individual. 

Kohut outlined a three-step process for the analysis and res- 
toration of the self that is quite similar in spirit to the tripartite 
model proposed by Guntrip, but which is far broader and richer 
in content than the latter. Kohut said that a self psychological 
analysis proceeds from the analysis of defenses through the un- 
folding of the selfobject transferences and culminates in ‘‘the 
opening of a path of empathy between self and selfobject”’ (1984, 
66). It should be noted that a principal difference between Ko- 
hut’s conception of the the three phases of psychotherapy and 
Guntrip’s formulation is that Kohut saw oedipal problems pri- 
marily in terms of the nature of changes in the self that typically 
occur during this period of development, and believed that oed- 
ipal pathology is the result of faulty responses from the parents 
toward the child’s oedipal self. Since he believed that oedipal 
pathology is an aspect of self-pathology and that its therapeutic 
manifestation occurs in the context of a selfobject transference, 
he did not posit a discrete phase of oedipal analysis as a prelude 
to the analysis of the self. 

Guntrip saw the schizoid compromise, in its varied forms, as 
the individual's main line of defense against dependency and 
emotional intimacy. He felt that a detailed analysis of this de- 
fense necessarily precedes the organized, controlled regression 
that paves the way for a period of regrowth. Kohut conceived 
of defensive structures in the psyche in a broader, more varied 
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way than Guntrip, but like Guntrip believed that these defenses 
are designed to protect the gravely compromised and highly 
vulnerable self. He felt that an important portion of psycho- 
therapy must be devoted to an analysis of these defenses, in the 
sense that both therapist and patient must come to understand 
how they operate and the forces that compel their existence. 

The British theorists viewed regression as an aspect of trans- 
ference, and felt that early, deeply repressed object relation- 
ships, and the affects associated with them, must be 
reexperienced in therapy if the individual is to progress psy- 
chologically. Kohut also believed that repressed or split-off ob- 
ject relationships and needs are remobilized in the relationship 
between analyst and analysand. He called this process the sel- 
fobject transference. Kohut’s conceptualization of the selfobject, 
and his effort to describe and differentiate the varieties of 
selfobject transferences that are possible, provided us with a far 
more sophisticated and systematized understanding of regres- 
sive phenomena in psychotherapy. Kohut, as we have seen, be- 
lieved that the analysis of the particular selfobject transference 
is a critical stage of therapy that provided a basis for under- 
standing the patient in the deepest possible way. 

During the third phase of the self psychological analysis, the 
empathic link between the self and its new, more responsive 
selfobject is forged, and the nuclear self can begin to implement 
its “intrinsic program of action” (1984, 42). This phase is an- 
alagous, in many ways, to Guntrip’s third phase, in which “the 
lost heart of the total self’’ is recovered in consciousness, and 
can begin to grow again. Kohut, however, in his effort to un- 
derstand how the self can be freed for new growth, undertook 
an elaborate exploration of the phenomena of empathy and the 
impact of empathic understanding on the self. He defined em- 
pathy as “vicarious introspection’ —the “capacity to think and 
feel oneself into the inner life another person” (1984, 82). While 
the British theorists realized that the therapist’s understanding 
is important in imparting a vitally necessary sense of security 
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to an embryonic and struggling self, it was Kohut who insisted 
that the empathic responsiveness of another person is required 
for the development of the self—that it stimulates sharper def- 
inition, further structuralization, and greater cohesion of the 
self. His work on this issue has greatly enhanced our under- 
standing of the curative factors in psychotherapy. 

According to Kohut, it is also during the third phase that the 
empathic bond between the therapist and the patient supplants 
the attachment of the self to the “archaic selfobjects” of child- 
hood. Kohut’'s conception of the archaic selfobject is quite close 
to Fairbairn’s conception of the bad object, and Kohut also had 
the idea that a successful therapy will result, not in freedom 
from object ties, but in an increased ability to make attachments 
to responsive, rewarding objects. 

Kohut believed that in general analysis proceeds toward the 
goal of self-restoration through the therapist’s noncensorious 
interpretation of transference phenomena and reconstructions 
of childhood traumata that resulted in damage to the self. These 
interpretations and reconstructions, however, are effective only 
if they occur in the context of a “basic in-tuneness”’ between the 
patient and the analyst. This “in-tuneness,’ for Kohut, consists 
of the therapist's understanding and acceptance of the patient's 
needs for adequately responsive selfobjects. Like, the British 
theorists, Kohut felt that the emergence of these needs in therapy 
is the key to recovery, and that to dismiss or reject them is a 
grave clinical error. He advised therapists to: 


explain these needs [and their frustration] in a noncensorious 
way, that is,...explain them as primary needs that [have] not 
been responded to in childhood, that have gone into hiding, and 
whose transference reactivation is to be welcomed....[realize], 
in other words, that the remobilization of these needs constitutes 
a positive analytic development ...that it would be an error to 
reject them by interpreting them either as unwelcome defensive 
maneuvers, as attempts to escape the painful confrontation of 
anxiety- and guilt-provoking aggressive and sexual drive-wishes, 
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or as a clinging to outdated drive-pleasures that must be opposed 
by the reality principle and the strictures of adult reality. (1984, 
84) 


Kohut explained his disdain for confrontations about patients’ 
defensiveness and demandingness by saying that they are fre- 
quently “trite, superfluous, and ... patronizing”; he charged that 
they “may repeat the essential trauma of childhood in a way 
that is especially harmful to the progress of the analysis” (1984, 
173). He added that: 


By failing to acknowledge the validity and legitimacy of the pa- 
tient’s demands for development-enhancing selfobject responses 
...the analyst fails the patient in the same way the parent had 
failed—often the more responsive parent to whom the child hope- 
fully turned after the parent whose responses were even more flat, 
more severely distorted, and the like had failed him. That it may 
occasionally be helpful to an analysand...to hear from the an- 
alyst that old grievances, however valid and legitimate, must 
finally be relinquished, and that new and more responsive 
selfobjects must be sought in the present, goes without saying.... 
however ...I have come to the conclusion that confrontations 
should be used sparingly....they provide nothing that is not al- 
ready provided by the realities of adult life. (1984, 173) 


Kohut believed it is the first responsibility of the analyst to 
understand the psychic life of the patient, especially the patient's 
deep need and longing for responsive and affirming selfobjects. 
It is essential that the analyst 


verbalize to the patient that he has grasped what the patient feels; 
... describe the patient's inner state to the patient, thus demon- 
strating to him that he has been “understood,” that is, that an- 
other person has been able to experience, at least in 
approximation, what he himself experienced, whether, for ex- 
ample, the experience in question is one of inner emptiness and 
depression, or of pride and enhanced self-esteem. (1984, 176—177) 
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Although Kohut believed that, in some cases, the analyst has to 
devote herself, for long periods of time, simply to understanding 
the inner life of the patient, he also felt that in the long run 
analysis will progress successfully only if the analyst also ex- 
plains to the patient how the events and relationships of child- 
hood have produced these particular psychological experiences. 
Kohut called the two-step process of understanding and ex- 
plaining the “basic therapeutic unit.” (1984, 96) Understanding, 
or empathy, Kohut believed, ‘‘constitutes the essence of psy- 
choanalytic cure,” but the explanation is necessary in order to 
deepen the patient’s own ‘‘empathic-accepting grasp of himself” 
and ‘‘strengthen [his] trust in the reality and reliability of the 
empathic bond that is being established between him and his 
analyst” (p. 105). Kohut also found that while empathy leads to 
increased structuralization of the self, accurate, well-timed 
interpretations seem to “implant the wholesome .. . experience 
of having been understood into a broader area of the upper layers 
of the analysand’s mind,” making it available for recall during 
the important period of working through (p. 106). 

Kohut saw, as did Winnicott, that an analyst will inevitably 
err in her efforts to understand the patient and to explain the 
roots of the patient's difficulties. Kohut believed that nontrau- 
matic failures, including empathic error, on the part of an ad- 
equately functioning selfobject are actually necessary for the 
growth of the self. Like Winnicott, he felt that the therapist's 
handling of such errors is a key to patient recovery. 

Kohut observed that when the basic in-tuneness between an- 
alyst and patient is disrupted by unavoidable, yet temporary 
and therefore nontraumatic empathy failures, the patient is con- 
fronted with an “optimal frustration” (1984, 70). This sort of 
empathic failure, or an inaccurate or improper interpretation, 
causes the patient to retreat temporarily from the relationship 
with the therapist into a psychic engagement with the archaic 
selfobjects of childhood. For example, a patient disappointed 
and hurt by a therapist's failure to understand some important 
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emotional event, might try to compensate for this disappoint- 
ment by merging with an idealized omnipotent selfobject, or 
seeking immediate and perfect mirroring from the analyst or 
some other important figure. Sometimes when Ed was devas- 
tated by a rejection from a girlfriend, I failed to empathize with 
his feelings of loss and worthlessness and instead urged him to 
try to alter his masochistic posture with women. On one occa- 
sion, I compounded my empathic error by asking why he was 
consistently attracted only to women who seemed to be com- 
pulsive abandoners. This humiliated Ed, and he flew into a rage 
and began to curse me. This was his way of demonstrating to 
me, in no uncertain terms, that he desperately needed me to 
reestablish my empathic bond with him. Kohut said that in such 
situations, the analyst must recognize the patient's retreat, and 
search for the mistake that precipated it. When the mistake is 
discovered, the therapist must nondefensively acknowledge it, 
and then explain to the patient why the mistake led to a fright- 
ened retreat. In this way, and only in this way, can the channel 
of empathy between the therapist and the patient be reopened. 
Once it is, the two can proceed with the primary mission of the 
therapy, which is to help the patient relinquish the destructive 
self—selfobject relationships of childhood, and to take refuge in 
self-enhancing bonds with new, adequately empathic selfob- 
jects. In chapter 6, I describe how I worked through my empathic 
errors with Ed. 

Kohut was certain that nontraumatic empathic failures by the 
analyst, when handled properly, lead to “the acquisition of self- 
esteem-regulating psychological structure” in the patient (1984, 
67). This certainty was rooted in his belief that many of the 
analyst's comforting and confidence-inspiring qualities, includ- 
ing the ability to sustain empathic connectedness in the face of 
a patient's disappointment, retreat, and aggression, are even- 
tually incorporated by the patient, becoming “part of [the] 
psychological equipment” (1977, 32). Kohut called this incor- 
porative process “‘transmuting internalization’ (1971, p. 49). 
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Fairbairn and Guntrip knew that the analyst must become 
a good object for the patient so that the need and longing of 
the self can be safely experienced and revealed to the outer 
world. The concept of transmuting internalization goes quite a 
bit beyond the idea that the analyst creates a secure environ- 
ment for the recovery and restoration of the self. It suggests 
that the “good” qualities of the therapist—compassion, calmness, 
strength, and the capacity for empathic connectedness—can be 
taken in by the patient and form in him the foundation for a 
more compassionate, self-accepting, unanxious, resilient, and 
empathic self. 

Since Kohut believed that essential features of the analyst’s 
self are eventually internalized by the patient, he felt, as Guntrip 
did, that the state of the therapist's self has great impact on the 
ultimate outcome of psychotherapy. Guntrip addressed the im- 
portance of the analyst as a “real object,” not just a “projection 
screen” (1969, 335). Kohut, too, saw the analyst as a “significant 
human presence,’ with an influence on the patient that tran- 
scends “distorting countertransferences”’ (1984, 37). He said that 
the analytic situation, with its intense, exclusive focus on the 
patient’s inner life, can never really be “neutral”: 


On the contrary, it is a situation that, in its psychological impact 
on us, is the very opposite of neutral—indeed it is a situation that 
may be said to provide us with the most crucial emotional ex- 
perience for human psychological survival and growth: the at- 
tention of a selfobject milieu, that is, a human surrounding that, 
via empathy, attempts to understand and participate in our psy- 
chological life. And the quality of the understanding that is 
achieved, its relative accuracy, inaccuracy, insufficiency, or op- 
pressiveness, is an immanent quality of the analytic situation, not 
an adventitious admixture to it. (1984, 37) 


Kohut stressed that the analyst must be able to respond ina 
natural, relaxed way to patients, and must provide the sort of 
responsiveness ‘‘to be expected, on the average, from persons 
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who have devoted their lives to helping others.” This “‘aver- 
age expectable environment,’ Kohut said, cannot be pro- 
vided by therapists whose theoretical biases or defects of self 
cause them to try to behave like a “programmed computer” 
that restricts its actions to giving correct and accurate inter- 
pretations’ (1977, 252). On the contrary, the analyst must be 
a “lively emotional presence” in therapy and free of any 
rigid conception of mental health that might stunt the pa- 
tient’s growth as an individual (1984, 170—171). While these 
qualities are affected by the therapist’s theoretic orientation, 
they are also dependent on the cohesiveness, strength, and 
vitality of the therapist's own self. 


Summary 


The successful therapeutic process outlined by the British the- 
orists and by Kohut aims at the liberation, affirmation, and 
consolidation of the patient's self, and the loosening of its ties 
to destructive objects in the inner, as well as outer, world. It is 
conducted by a relatively active and emotionally responsive psy- 
chotherapist who explicitly addresses and genuinely accepts the 
terror, defensiveness, and neediness of the patient’s real, em- 
pathically deprived, perhaps abused, self. It is this issue—the 
origin of the patient’s need and the appropriate therapeutic re- 
sponse to that need—that most clearly distinguishes British 
Object Relations theory and Self Psychology from classical 
analysis. 

The British school and Self Psychology both hold that the 
therapist's compassion for and deep understanding of patients’ 
longing for human connectedness and emotional support creates 
an atmosphere of safety for the patient. Winnicott called this 
“the holding environment.” In this psychologically secure sit- 
uation, patients are free to experience, in consciousness, previ- 
ously repressed or split off states of need. They are also filled 
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with the hope they need if they are to abandon their ties to the 
destructive objects of childhood and to seek fulfillment in new 
relationships. According to Kohut, the therapist's calm accept- 
ance of all aspects of a patient's self is internalized by the patient 
and becomes the structural foundation for greater self-esteem 
and self-empathy. 

The first manifestations of the patient’s need in psychotherapy 
typically occur in the context of regressive episodes, or as Kohut 
put it “spontaneously occurring selfobject transferences’’ (1984, 
66). This means that the patient reexperiences early conditions 
of need that were unsatisfied, punished, or perhaps misunder- 
stood by parents. When these needs are felt and expressed in 
relation to the therapist, it is the therapist’s task to meet them 
in a more helpful and constructive way than the parents did. 
Though the therapist will not be able to satisfy all of the patient's 
longing, accurate empathy for the suffering and the triumphs of 
the patient’s self will strengthen and unify it. 


CLINICAL STRATEGIES 
FOR USE WITH 
ADULT CHILDREN 


O NE OF my patients entered therapy in her early twen- 
ties in order to work through the suicide of her alcoholic and 
tranquilizer-dependent mother, who had committed suicide 
when my patient was 15. This young woman could never ade- 
quately mourn her mother’s loss, because her father was com- 
pletely unable to confront his own grief and deep sense of guilt 
over his wife's addiction and suicide. He blocked every attempt 
by his daughter to express sadness, rage, or fear about her moth- 
er's death. 

This patient had received soine brief psychotherapy for anx- 
iety attacks at her university's counseling center, but she agreed 
with her therapist there that she needed to tackle some relatively 
deep issues about her mother that could never be resolved in a 
short-term therapy. The patient was an extremely intelligent 
and articulate young woman who worked in a paraprofessional 
helping capacity herself. Since she was so knowledgeable about 
mental health work and since she had found her previous psy- 
chotherapy so helpful, she was confused and troubled by the 
considerable anxiety that she experienced before meeting with 
me each week. Her extreme fearfulness made it difficult for her 
to share deeper feelings with me or even to look at me very often 
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during our sessions. During the early months of this young wom- 
an’s therapy, she had a dream that explained this intense fear. 

In the dream, the patient showed her mother a small and 
fragile caged bird that was the daughter’s pet. The mother 
reached into the cage, and the patient thought, ‘‘She is going to 
pet the bird.” Instead of petting the bird, however, the mother 
grabbed the bird and crushed it. 

This simple, but terribly disturbing dream revealed the entire 
purpose of this patient’s psychotherapy as well her terror of 
embarking upon it. Actually, the most fundamental purpose of 
psychotherapy with any adult child is to open a hidden, im- 
prisoned, and extremely fragile part of the self, and convince it 
to allow itself to be touched by another person. But these pa- 
tients all fear, as this one obviously did, that if they open the 
door to the heart of the self, it will be crushed by the therapist, 
just as it was nearly crushed by the insensitivity, abuse, or be- 
trayal of the parent(s). 

Self Psychology and British Object Relations Theory prescribe 
a form of psychotherapy that searches out the hidden heart of 
the self in order to unify the psyche and allow the self to begin 
a new period of growth. They advocate an explicit clinical focus 
on the condition of vital psychic structures, especially their in- 
completeness, fragmentation, divisiveness, and defensiveness. 
Kohut, of course, believed that psychic structure is self structure. 
He proposed that all psychotherapeutic interventions should 
address, and aim at increasing, the cohesion, vitality, and har- 
mony of the self. 

The British theorists, and Kohut, believed that the funda- 
mental condition of the self, as well as transient self states, are 
largely dependent on the quality of the relationships between 
the self and its objects. They held that impairments of the self 
can be significantly reduced, if the therapist responds to the 
frustrated longings of the self as the parents could not—with 
understanding, acceptance, and a willingness to work toward 
their ultimate resolution. 
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This chapter applies the tenets of British Object Relations 
Theory and Self Psychology to self disorders in adult children 
of alcoholics. It advances several general principles of psycho- 
therapy that are designed to address, and redress, the critical 
failures of the alcoholic home. It should be noted that, while 
each of these principles describes a relatively discrete aspect of 
psychotherapy with adult children, they are all ultimately con- 
cerned with the provision of the calm, empathic, and strong 
selfobject environment that was largely unavailable to the pa- 
tient during childhood. 


The Healing Environment: A Psychological Safety Net 


The adult child’s feeling of psychological safety in psycho- 
therapy depends on the therapist’s capacity to convince the pa- 
tient that he will not be subjected to the sorts of traumatic 
disappointments that were commonplace occurrences in the al- 
coholic home. Therapeutic error, as we have learned, is an un- 
avoidable feature of clinical practice in psychology, and while 
many adult children are greatly disturbed even by the therapist's 
relatively small failures, these events can usually be turned to 
good use in the psychotherapy. As Kohut pointed out, if the 
therapist adequately analyzes and interprets the nature and the 
consequences of clinical error, mistakes can actually constitute 
“optimal frustrations” that strengthen the self structure. How- 
ever, a constructive outcome is possible only if the therapist's 
errors remain nontraumatic in nature and frequency. 

Each patient has special sensitivities to particular kinds of 
disappointment, of course. These individual differences depend 
in large measure on specific traumas to which the patient has 
been subjected in childhood, and the amount and quality of 
support that the patient originally received in attempting to deal 
with these traumas. In general, however, there are certain basic 
conditions that must be met for every adult child in treatment, 
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if the therapist is to become a “good object” who represents a 
viable alternative to the internalized abusive objects of the pa- 
tient’s childhood. 


Principle Number One: The healing environment must be 
characterized by emotional warmth and responsiveness. 
The therapist must display an appreciation of the pa- 
tient’s basic worth and an acceptance of the patient's 
individuality. 


As Kohut observed, a therapist's response to patients should 
be characterized by the sort of warm responsiveness to be ex- 
pected from an individual whose professional life is devoted to 
understanding and helping others. Therapists are not mere “pro- 
jection screens,” but people who have enormous importance as 
“real” objects. Beyond analysis and interpretation, the “real” 
qualities of the therapist—warm interest, caring, and respect 
for the patient as an individual—are the things that rekindle the 
hope for the future that has been mostly suffocated in a neglect- 
ful and abusive alcoholic home. The patient will excuse many 
instances of empathic failure if these mistakes occur in the con- 
text of the therapist's obvious regard for the patient and the 
work. Not caring is an obvious clinical sin. Miller (1985) noted, 
in his description of the psychological supervision that he re- 
ceived from Kohut, that Kohut also felt that it was detrimental 
to pretend not to care in the interest of maintaining one’s “an- 
alytic neutrality” (p. 22). 

Many adult children of alcoholics have been reared by parents 
with deeply flawed self structures and critically impaired self- 
esteem. As Kohut pointed out, parents who suffer from severe 
self-disorders are unable to mirror (affirm and support) distinc- 
tive and healthy aspects of a child’s unfolding self. An alcoholic 
and an enabling spouse are likely to thwart the natural course 
of self-development in a child by using a son or daughter as a 
container for parental self-loathing or by mirroring only those 
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qualities of the child’s self that are necessary to bind the parent's 
anxiety and stabilize the parent’s self. The parent with a self- 
disorder may also try to crush elements in the child's self that 
threaten the parent’s fragile narcissism. The therapist should 
look for opportunities to support the patient's self-esteem and 
to encourage the expression and growth of parts of the patient’s 
self that were damaged and driven into hiding by parental ne- 
glect or aggression. 


Jack 

It was always clear to Jack that his parents expected him 
to excel in school and at sports, and that they were dis- 
appointed whenever he failed to turn in a first-rate per- 
formance. However, both parents were relatively cool and 
restrained each time he reached a new pinnacle of achieve- 
ment in either realm. Their lack of enthusiasm on these 
occasions convinced Jack that his own feelings of excite- 
ment and self-satisfaction about his achievements was 
somehow “wrong” and inappropriately prideful. He tried 
to subdue these feelings, and in time he came to feel like 
a machine whose continued superb functioning was more 
a matter of programming than unique capacity and mon- 
umental effort. He began to believe that his triumphs de- 
served no special notice. 

Jack’s achievements in school often received very special 
notice from his teachers and peers, however. For example, 
in junior high school he received a schoolwide award for 
citizenship. Because Jack was accustomed to diminishing 
the importance and personal meaning of these sorts of hon- 
ors, he planned not to mention the award to his parents. 
However, the obvious excitement that his teachers and fel- 
low students felt about his achievement convinced him that 
it was, in fact, something very special, and he finally de- 
cided to tell his mother what had happened. She didn’t 
praise Jack when he told her the news, nor did she try to 
share in the pleasure he felt about the recognition he had 
received at school. Instead, she told Jack that she and his 
father had both won this award when they were Jack’s age, 
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and she began to reminisce about how she had felt on the 
day she had taken the prize. Jack’s excitement about his 
own accomplishment was crushed. 

Jack’s parents needed his success as a buttress for their 
own sagging self-esteem. The emotional inhibition and self- 
preoccupation resulting from their own illnesses precluded 
a real empathic response to their son. They felt no joy over 
Jack’s occasional deep pleasure and intellectual excitement 
about his studies, or his own sense of gratification at re- 
ceiving the admiration of others. His parents’ failure to be 
truly touched by these parts of him left Jack feeling empty 
and futile about his academic endeavors. Still, he felt com- 
pelled to succeed—for them. 

Interestingly, Jack retained feelings of excitement and 
vitality about sports. His father was also extremely devoted 
to sports and demonstrated interest and some degree of 
pride in Jack’s athletic prowess. His father’s ability to mir- 
ror this aspect of Jack’s self undoubtedly helped it to con- 
tinue to feel alive and important. On the day of a pivotal 
high school game, Jack was surprised and delighted to look 
into the stands and find both his parents in attendance. His 
father was usually too busy with work to attend these con- 
tests. Jack played a good game and was especially pleased 
to receive his father’s praise for this performance. This 
pleasure turned to disappointment and hurt later on, how- 
ever, when his mother, acting out of apparent envy over 
this moment of connectedness between Jack and his father, 
informed Jack that his father had fallen asleep in the stands 
early in the game and had actually missed most of the 
important play. 

Jack coped with his parents’ self-interested response to 
his achievements by concealing them. He was still, on oc- 
casion, dimly aware of feelings of pleasure connected with 
special things he accomplished and with the actual process 
of studying, working, or playing sports. He took pains to 
suppress and conceal these too, since he still felt they were 
wrong, or inappropriate in some way. 

It is a testimony to the strength of Jack’s split off, core 
self that he was able to embark on a career path that de- 
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viated sharply from the one his parents had plotted out for 
him. It was inexplicable to him that he had done so, since 
for a long time, he had been unable to feel any strong sense 
of purpose or interest about his chosen work. When he felt 
some spark of enthusiasm in school, or at work, or when 
he received some special recognition or passed an academic 
milestone, he was understandably reluctant to feel about 
these events with me, or to even mention them to me. When 
he did mention them, they were usually things or feelings 
that had occurred weeks or months ago, and he was always 
careful to preface his remarks by saying, “I know this isn’t 
really worth mentioning, but...” or “I don't know if this 
is important to say, but...” 

I always assured Jack that such things were crucially 
important for him to raise in therapy, since they were sig- 
nals from the inner man, the core Jack, about who he was 
apart from his parents’ needs. I also made every effort to 
express pleasure that he was beginning, once again, to take 
pleasure from the work he had chosen for himself. I often 
referred to him as a “scholar” and a “talented clinician,” 
in an attempt to sharpen those aspects of Jack’s self that 
seemed most often to give him genuine pleasure. This al- 
ways stimulated Jack’s fear that he might become prideful 
or hopeful about some achievement that ‘‘amount[ed] to 
nothing, really.” Very gradually, however, my mirroring of 
these essential qualities strengthened them and helped 
Jack to overcome, in great measure, his inhibitions about 
sharing these parts of himself with me. He also became 
better able to display his excitement about scholarly work 
and clinical practice to selected colleagues and teachers 
who were able to provide further mirroring. 


Principle Number Two: The healing environment must be 
a stable environment. 


Unpredictability and unreliability are hallmarks of the alco- 
holic home, and many adult children consciously expect to en- 
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counter gross impulsivity in their therapists. It goes without 
saying that if the therapist does prove to be erratic or unreliable 
in some important way, frequently canceling or rescheduling 
appointments for example, or behaving in a seductive or dis- 
honest fashion with the patient, there will be an immediate and 
deleterious effect on the work. Since many adult children defend 
themselves against parental instability by eschewing the pas- 
sive, painful role of victim in favor of becoming an active vic- 
timizer, it is common for adult children to respond to a 
therapist's instability by becoming unstable themselves. Thus, 
the adult child may begin skipping appointments, or may try 
to engage the therapist in some illicit behavior. The patient may 
withdraw from therapy altogether. (Of course, the patient may 
do any or all of these things without any provocation by the 
therapist. This issue is handled below, under Principle Five, 
which deals with patient defensiveness.) 

If the patient cannot depend on the emotional stability and 
availability of the therapist, this, too, will be disturbing. For 
example, if the therapist's empathy for the patient often falters, 
and he frequently responds in an overly anxious or angry manner 
when the patient is defensive or behaves self-destructively, this 
will trigger a retreat by the patient. The patient may leave ther- 
apy, or, feeling psychologically annihilated by the therapist's 
intense response (which is subjectively experienced by the pa- 
tient as punitive and disapproving), may try to retaliate in kind. 
The following case illustrates a patient's extreme sensitivity to 
my failure to maintain an unanxious and supportive holding 
environment for his own unpredictable and frightening emo- 
tionality. Since I recognized and understood my error in time, 
it did not reach traumatic proportions, but it easily could have, 
and I include it as an example of the sort of disturbing inter- 
action that occurs repeatedly in work with adult children and 
which frequently provokes an impulsive and uncharacteristi- 
cally punitive response from the therapist that vividly recalls a 
key parental failure and therefore proves to be an irrevocably 
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traumatic disappointment for the patient. This vignette also 
illustrates transference phenomena and highlights a defensive 
structure typical of these patients. (The issues of transference 
and defense will be directly examined under Principles Four and 
Five.) 


Ed 

Ed’s principal psychic nemeses were his propensity to in- 
tense and pervasive shame reactions and the recurrent 
states of profound inner emptiness that were the conse- 
quence of his failure to make attachments to adequately 
responsive and empathic objects. He habitually responded 
to feelings of shame and emptiness by dealing drugs, since 
this gave him a feeling of power and importance, and an- 
swered his loneliness by surrounding him with a band of 
admiring retainers and hopeful supplicants. 

Early in our work, I responded to Ed's socially and psy- 
chologically destructive solutions to his emotional pain by 
anxiously pointing to the extreme dangerousness of his be- 
havior, especially in light of the extremity of his present 
legal situation. His periods of “acting out” were invariably 
linked to yet another shame- and despair-inducing failure 
with a destructive lover, and I always interpreted this con- 
nection. These interventions were never helpful to Ed, and 
always provoked him to a rageful verbal assault on me. 
“You're pushing me to the wall!,” he would bellow. “Noth- 
ing ever works for me, anyway. All anybody wants to do is 
get theirs. And that’s all I’m going to care about. There's 
no love out there. There's no one that cares. You're not 
helping me. You're like all the others and you can just get 
off my back!” 

I reacted to Ed’s tirades with feelings of shame, guilt, 
and resentment. For me, there could be no more painful 
experience than that of being unhelpful and “just like all 
the rest.” Certainly Ed was sufficiently insightful and psy- 
chologically minded to sense my psychic jugular. I had 
fleeting fantasies of terminating the therapy or staging an 
angry confrontation of my own against Ed. 


Clinical Strategies for Use with Adult Children 115 


I understood that I was failing Ed at these junctures, and 
I eventually understood how I was failing him. Ed’s periods 
of panic and hopelessness seemed to be related to his ex- 
treme isolation from any realistic sort of help when he felt 
overwhelmed by his extensive academic and job-related 
responsibilities, as well as problems in his relationships 
with women. When Ed turned to his father for help at these 
times, he tended to be critical of Ed’s problematic romantic 
relationships, and unwilling or unable to understand the 
pressure that Ed faced as he tried to balance his ambitions 
at school and work with his desperate need for compan- 
ionship. What Ed had always needed, but failed to find in 
his father, was an appreciation for the depth of his lone- 
liness, and a willingness to listen to and accept his longing. 
I was usually able to answer this need, but when I became 
extremely anxious about his masochism or his drug-deal- 
ing, I tended to deviate from my customary empathic 
course. When I did so, I effectively repeated his father’s 
original traumatic failure to understand Ed's need for 
someone to understand and explicitly acknowledge the in- 
tense emotional pain that lay beneath his delinquent 
behavior. 

Even when I finally understood the dynamics of my con- 
flict with Ed, it was difficult for me to understand why my 
occasional failures to apprehend his need for support and 
understanding were felt as an attack by me, or why he was 
so completely unable, at such times, to hear any part of 
my warnings as an essentially caring effort to divert him 
from a self-destructive path. However, I eventually had a 
consultation with Ed’s father, and after this meeting I was 
able to appreciate the extreme state of siege that Ed ex- 
perienced when I anxiously confronted his self- 
destructiveness. 

Ed’s father was most concerned about his son's danger- 
ous behavior and he was quite aware that his responses to 
Ed's requests for guidance and support in the midst of a 
crisis were usually motivated by extreme anxiety. He re- 
ported that, after each panicky effort to divert Ed from a 
self- destructive course of behavior, the relationship be- 
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tween father and son always suffered a dramatic deterio- 
ration. A pitched argument was likely to ensue, with Ed 
screaming obscenities at his father and accusing him of a 
variety of miserable failures, including ignorance, neglect, 
and so forth. 

The father’s response to these outbursts, which had be- 
gun to occur early in Ed’s adolescence, was interesting. On 
several occasions the father had felt the urge to strike Ed 
but had never done so. Instead, he responded to Ed in kind, 
cataloguing all of the boy’s vile failures as a son. As the 
father explained, “I figure, at those times, one of us is going 
to get blown away. It’s him or me. And better him than 
me.” This conversation helped me to understand Ed’s des- 
perate assault on my self-esteem when I committed an em- 
pathic error. The father’s narcissistic balance was severely 
upset by Ed’s attacks. Therefore, the father could not set 
aside his own feelings and be a parent to his son by soothing 
and reassuring him when Ed began to fragment under pres- 
sure. Indeed, the father had to shore up his own imperiled 
self by staging a counter-assault on his son. Ed brought 
this same “It’s you or me” mentality to his dealings with 
me. If I appeared to falter under the pressure of his im- 
pending disintegration, it signaled real danger—not just 
that he would be left stranded and unsupported in his time 
of need, but that he would once again be the victim of an 
all out psychic assault. My interpretation of this process to 
Ed helped us to eliminate these kinds of anxious and angry 
confrontations from our own relationship. Further, it 
helped Ed to begin to identify similar breakdowns of com- 
munication and connectedness as they occurred in his re- 
lationships with other people. At this point he also began 
to separate from friends and lovers, who, like his father, 
felt compelled to protect themselves in a conflict by assault- 
ing the very foundations of his self. 


Principle Number Three: The healing environment must 
be characterized by openness to intellectual and emo- 
tional experience. 
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The fabric of the psychological safety net is also fashioned 
from the therapist's ability to model and inspire an attitude of 
emotional openness and intellectual curiousity in the therapy. 

The alcoholic family, in its isolation and its ignorance about 
the disease of alcoholism, has usually been forced into a “con- 
spiracy of silence’ about the family’s enormous struggle and 
pain. Black observed that the alcoholic family acts according to 
the motto, “Don’t talk, don’t trust, don’t feel” (1981, 31). The 
adult child in psychotherapy is often deeply conflicted about ex- 
posing personal struggles and pains to the therapist. Very often, 
patients will unconsciously defend against such a conflict by fail- 
ing to remember sensitive material or connect it with its asso- 
ciated affect in the therapist’s presence. While it is often 
necessary to graciously and unanxiously weather a patient's pro- 
tracted period of active ambivalence about emotional sharing, 
there is still much that the therapist can do to create a thera- 
peutic atmosphere that is marked by an openness to affective 
and cognitive experience. 

Enlarging the emotional experience of the patient. Since the al- 
coholic family has usually gone to great lengths to diminish the 
patient's affective life, the therapist will, by necessity, expend a 
great deal of effort in order to enlarge it. It is usually necessary, 
first of all, to help the patient to understand the familial roots 
of the difficulty with emotional sharing, and to prepare the pa- 
tient for the possibility that a feeling of trust and ease about 
exposing the past, and the self, may take some time to acquire 
(see also Principle Five). Most adult children are ashamed when 
they are unable to produce rich, emotionally charged material 
for the therapist's edification. A patient may have to be repeat- 
edly assured that the ongoing resolution of the ambivalence is, 
in itself, a necessary and valuable aspect of the work. The ther- 
apist’s calm acceptance of conflicts involving emotional intimacy 
does much to free patients from the feeling that their true state 
of being can never be safely shared with the therapist, or anyone 
else. 

When emotionally charged material does emerge during a 
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session, the therapist must be careful not to prematurely abridge 
or diminish the client’s affective experience. There may be a 
temptation to do so, especially if the affect is intensely negative, 
and therefore very frightening to the therapist or the patient. 
However, the active expression of disturbing affects in therapy 
is generally a sign of the progressive strengthening of the ther- 
apeutic alliance. It is also an opportunity for the patient to 
undergo a constructive regression in which the previously unmet 
needs for a calm and integrating and supportive selfobject can 
be answered by the therapist, leading to an increased or en- 
hanced structuralization of the patient's self. A therapist who 
genuinely believes that emotional expressiveness, even in a raw 
and intense form, represents therapeutic gain, can usually set 
aside fright, or some ill-conceived need to “protect” the patient, 
and attempt to empathize with the nature and source of the 
particular pain. This action will, generally, have a calming effect 
in and of itself. Such a therapist can also usually convince a 
patient that the emergence of the feelings during a session is a 
good sign, and the two can proceed to explore the affect, and its 


implications for the patient's psychodynamics and the patient's 
life. 


Paul 

Paul was particularly frightened by his recurrent and in- 
tense experiences of despair and hopelessness. The most 
frightening depressive episodes tended to occur on week- 
ends, when he was deprived of the comforting structure of 
the work day and what were usually nominal, but psych- 
ically vital, interactions with his colleagues. He was often 
troubled by suicidal thoughts on the weekends, and fre- 
quently sought to relieve his agitation by attending a por- 
nographic movie. He often rounded off these episodes by 
engaging in anonymous sex with either a female prostitute 
or a male stranger he encountered at the movies. 

Paul and I discussed the connection between his feelings 
of emptiness, anxiety, and despair and what he referred to 
as his sexual “acting out.” I suggested that the isolation of 
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the weekends stirred in him the emotional memory of the 
isolation he experienced during childhood, and that, as this 
memory was stirred, he began to relive the hopelessness 
he must have felt then. This hopelessness was unbearable 
to him, and he tried to resolve it by making some connec- 
tion with another human being. His attempts to connect 
with his father had been a dismal failure, so he was too 
frightened to try for a true, emotionally intimate, encounter 
with someone. Pornography and anonymous sex, were, for 
Paul, a “schizoid compromise” between real connectedness 
with others and total isolation from human interaction. 
After I had interpreted this sequence to Paul several 
times, he began to have deeper experiences of despair dur- 
ing our actual sessions together. I viewed this as a con- 
structive regression to dependency (or unfolding of the 
selfobject transference, discussed below). Paul was allow- 
ing me to see and care for the hurt and needy child within— 
the aspect of his self which had been forced, by the rejection 
from his father, to split away from the central, conscious 
sector of his psyche. Paul was frightened that he felt hope- 
less in my presence, because consciously he saw me as the 
only person who could deliver him from his despair. I told 
Paul that the emergence of these feelings in the sessions 
was actually an important sign of progress in the work and 
in our relationship. The only viable solution to his inner 
emptiness would be an increase in his ability to share with 
others the parts of himself that he had been hiding. This 
he was beginning to do with me. Paul was initially skeptical 
about this idea. A previous therapist had been strongly 
critical of Paul’s depressive collapses, and, like Paul's 
father, had advised him to “act like a man,” join some social 
groups, and begin to engage in constructive activity on the 
weekends. Though Paul had felt no gains from his work 
with this therapist, and had ended the treatment after a 
few months, he was inclined to believe that this therapist, 
like his father, knew him for the weakling he really was. 
He was afraid that I, on the other hand, was coddling him. 
However, as he began to reveal the depths of his despon- 
dency to me, his suicidal ideation diminished and the anon- 
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ymous sexual encounters disappeared entirely. These gains 
were heartening to him. 

After an extended period of working through Paul's feel- 
ings of despair in sessions together, he felt hopeful enough 
about the prospect of contacting strong and supportive self- 
objects that he was able to join Al-Anon and a sexual ad- 
dictions support group that follows the format of the 
Twelve Step programs. He began to attend these groups 
almost daily and to build satisfying relationships with 
peers as well as older adults who made real efforts to re- 
parent him. 


Educating the patient. The provision to patients of accurate 
information and education about the pervasive and penetrating 
effects of parental alcoholism is a critical element in the ther- 
apist’s campaign to create an intellectually and affectively open 
clinical environment. Adult children feel a great deal of active 
shame about the areas of dysfunction in their lives, since they 
usually see themselves as completely responsible for any pre- 
dicaments they are in. Shame reinforces the processes of split- 
ting and repression because the patient must continue to hide 
and conceal the self for fear that psychotherapy will expose some 
material that will add to an already overflowing reservoir of hu- 
miliation. Education about the influence of parental alcoholism 
on the development of self-identity, self-esteem, and social and 
vocational adjustment is a powerful weapon against shame. 
Over time, it helps to diminish paralyzing feelings of failure. As 
these feelings do subside, the patient is free to examine the past 
and the self more thoroughly. 

Education also broadens and deepens experience by reducing 
impulsivity. Impulsive actions often follow on the heels of an 
intense emotional reaction to some traumatic disappointment 
and represent an attempt to discharge the intolerable feelings 
associated with such disappointment. This was certainly true in 
Paul’s case. When I told Paul his sexual behavior was connected 
to an intense affect, and that the powerful affect was related 
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both to current disappointments and important parental 
(selfobject) failures, several important things happened. Again, 
his propensity to split off powerful dependency needs was re- 
duced. Also, he was freed from the frightening, and disorgan- 
izing, feeling that he was the helpless victim of unpredictable 
bouts of intense emotionality and destructive behavior. Once 
the feelings and behavior began to “make sense” in Paul's eyes, 
his hope of overcoming them was greatly increased, and a mea- 
sure of control actually gained. As he could refrain from atten- 
uating his emotional reaction to disappointment and isolation 
by forming a sexual schizoid compromise, the feelings of lone- 
liness intensified, and triggered more memories of childhood 
frustration, fear, and longing. These new memories helped Paul 
to accept the fact that many of his problems were, indeed, linked 
to familial alcoholism. Then, as Paul began to view his behavior 
as the result of disappointing and destructive interactions with 
other people, he began to hope that he would behave differently 
if he was able to form more satisfying relationships. This (and 
his increasing acceptance of his dependency needs) gave him 
the courage to open himself to the possibility of new relation- 
ships. At the same time, he began to actively disengage from 
those people in his life who proved consistently disappointing. 

It is clear from this example that education is not always, or 
even often, provided in a discrete, didactic fashion in psycho- 
therapy. It is frequently offered in the context of an interpre- 
tation, at a moment when the patient is or has recently been in 
the throes of an emotional conflict, so that a particular bit of 
information will likely elucidate the original source of the conflict. 
As Kohut advised, education is often most useful when it follows 
immediately upon the therapist's empathic reflection of the pa- 
tient’s emotional state, and serves to explain that state to the 
patient. 


Rita 
The nature of Rita's work made her privy to important 
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financial information about several local businesses. She 
offered on several occasions to disclose this information to 
me so that I could profit by making timely investments. 
When I began to understand the depth of her hopelessness 
about forming and sustaining rewarding bonds with “nor- 
mal” people, I reflected to her that she was also afraid that 
she would not be able to hold my interest and that there 
would be no lasting bond between us unless I was able to 
use her to my own advantage in some way. This immedi- 
ately seemed correct to her, so I went on to explain that 
she had been accustomed to exploitation by her mother 
from a very young age. She had eventually come to view 
exploitation as the only firm base for a relationship. I added 
that this state of affairs is quite common in alcoholic 
homes, where parents are often intensely needy and use 
children to shore up a failing, frightened self. 


Principle Number Four: The healing environment must be 
characterized by recognition and acceptance of the pa- 
tient’s normal need to depend on strong and supportive 
selfobjects. 


The backgrounds of most adult children are marked by a rel- 
ative dearth of strong, responsive selfobjects capable of mirror- 
ing and supporting the evolving self. Therefore, they depend on 
the therapist for these critical selfobject functions. As the British 
theorists and Kohut pointed out, this dependency is not at all 
pathological, but represents a positive development in the ther- 
apy. The prognosis for patients improves vastly as they are able 
to muster the hope and faith that are necessary for a constructive 
regression to dependency on the therapist. 

Dependency needs typically emerge in the context of an un- 
folding selfobject transference. It is important to remember that 
British Object Relations theory and Self Psychology view trans- 
ference in a different way than Freud did. These schools are 
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much more concerned with the repressed and split off aspects 
of the self, and its relationship to its principal objects and the 
way in which these are reactivated in the relationship with the 
therapist, than they are with the breakthrough and displacement 
of instinctual urges. 

Since alcoholic families are so often unreceptive and even 
hostile to children’s expression of their normal needs for mir- 
roring and dependency, these needs are frequently split off from 
consciousness. Winnicott and Kohut both pointed out that the 
psychotherapeutic environment, because of its reliability and 
its intense and exclusive focus on the patient's self, invites 
regression, or the activation of heretofore concealed, frustrated 
parts of the self. When these needs are activated in therapy, 
patients become intensely frightened, and usually redouble their 
efforts to protect these parts of the self from exposure. 

The patient may clearly reveal split off needs for an ideal of 
strength and calm support (an idealizing selfobject transference). 


Paul 

Soon after Paul began to experience hopelessness and a 
sense of impending self-collapse in his sessions with me, 
he was able to phone me on weekends when these feelings 
became overwhelming to him. His fright at these times was 
clear, as was his need for a strong and calming ideal 
selfobject. It was not necessary for me to offer a solution 
to his pain, but only to empathize with the loneliness and 
scariness of his isolation and, once again, to explain that 
he was reliving a terrifying childhood crisis. I also reas- 
sured him that life would not always feel this frightening 
and futile to him, as his efforts in therapy would eventually 
lead him out of his awful solitude. These calls seldom lasted 
longer than five minutes. He seemed to need only this brief 
contact with an ideal of strength and calmness to tolerate 
the empty space of the weekend. 

It was critical for Paul that I remain “ideal” by not being 
annoyed, or made anxious by his call. I was never annoyed 
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because he made such obvious efforts to avoid overtaxing 
me by making his calls so brief. His despair occasionally 
felt so overwhelming that I urged him (in the manner of 
his previous therapist) to try to make contact with other 
people. This was no more helpful to Paul than my warnings 
of impending disaster were to Ed. It only served to deepen 
his anxiety and feelings of hopelessness, since any sort of 
social connectedness was beyond his ability in the early 
months of our work. He was relying on me as a foundation 
of strength, and when I suggested that he rely on others, I 
think he felt that I, like his father, was abdicating my re- 
sponsibilities as a selfobject to soothe and support him in 
his time of need. I soon realized that if my calls with Paul 
took longer than five minutes I was trying to do something 
besides empathize, interpret, and reassure him and I was 
not responding to the selfobject need. 


It should be remembered that transference phenomena can 
also operate as a resistance in psychotherapy. Freud thought 
that both positive and negative transference reactions could op- 
erate as instruments of resistance. He also described a type of 
resistance which he called the “negative therapeutic reaction,” 
(Freud [1923] 1962, 39—40). This condition is characterized by 
a surprising deterioration in a patient's condition just as some 
progress seems to be taking place in the treatment. Freud noted 
that some patients seem to want to maintain their neurotic con- 
ditions rather than feel better. He related such resistance to the 
forward progress of the treatment to patients guilt and 
masochism. 

Kohut saw the negative therapeutic reaction somewhat dif- 
ferently, (1971, 233-235). He believed that a correct interpre- 
tation and provision of accurate empathy by the therapist is 
intensely stimulating to the patient since it suddenly fulfills a 
profound need that has been frustrated even since childhood. 
He felt that the patient who suffers from a narcissistic person- 
ality disorder lacks the psychic capacity and ego structure nec- 
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essary to neutralize this excitement and transform it into 
realistic goals involving relationships, creativity, and work. The 
unneutralized, untransformed excitement produces the disor- 
ganization and panic that are often seen after some pivotal piece 
of work in the therapy. Kohut observed that, in such cases, the 
therapy may be blocked until the therapist recognizes the source 
and meaning of the patient’s disturbance. 

The negative therapeutic reaction is a formidable source of 
resistance in psychotherapy, and such reactions are commonly 
encountered during the course of psychotherapy with adult chil- 
dren of alcoholics. I believe that they are, in the main, trans- 
ference phenomena. The self of the adult child is usually split 
between a needy, hurt child, full of longing (equivalent to Fair- 
bairn’s “libidinal ego”) and a subjectively self-sufficient and 
other-rejecting pseudo-adult (the antilibidinal ego). The antili- 
bidinal self is the residue of the parents’ repeated selfobject 
failures, and it quite commonly emerges in therapy and reenacts, 
toward the therapist, its relation to the bad objects of childhood. 
It defends against the efforts of the libidinal self to regress and 
establish a dependent relation (selfobject transference) to the 
therapist. The antilibidinal self experiences the therapist as a 
“bad” object—potentially disappointing, abusive, exploitative, 
or rejecting. It will struggle mightily against the frightening 
prospect of a regression to dependency on such an object. Its 
resistance typically takes the form of an active withdrawal from 
the therapist. Such withdrawals may be accompanied by states 
of disorganization, agitation, rage, and panic, or by an attitude 
of hopelessness. 

The distinguishing feature of a withdrawal is the retreat from 
an attitude of cooperative self-exploration with the therapist. 
The withdrawal may be provoked by a therapeutic “error” that 
summons up images and affects associated with the traymati- 
cally disappointing parents. On the other hand, it may also be 
provoked by a correct interpretation that is accompanied by the 
therapist's demonstration of her empathic grasp and acceptance 
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of the patient’s fundamental, unanswered neediness and long- 
ing. At such moments of closeness between the patient and ther- 
apist, the libidinal self longs to surrender the split-off 
dependency needs to the therapist, and the antilibidinal self 
must redouble its efforts to maintain these needs in an uncon- 
scious state. Depending on the relative strength of the antili- 
bidinal self, the patient may experiencea state of agitated conflict, 
or feelings of paralysis and hopelessness. As the British theorists 
noted, withdrawals, properly handled by the therapist, can be 
transformed into clinically desirable regressions to dependence. 


Rita 

Like Paul, Rita frequently phoned me between sessions in 
order to obtain the reassurance she needed in order to 
weather periods of crisis in her life. And, like Paul, she was 
usually able to gain sufficient reassurance during a phone 
conversation of about five minutes’ duration. However, she 
could be devastated if I was unable to take her call or to 
return it within a couple of hours. If I was not quickly 
available to calm her when she felt terrible, she would 
usually retaliate by cancelling the next one or two sessions 
with me. As I learned more about Rita's childhood, and her 
father in particular, the basis for this strong reaction be- 
came clear. 

When I originally asked about her father and her feelings 
about him, Rita replied, “My father is a nothing and a 
nobody. I really don’t have anything to say about him. He’s 
just ...not much of a person.” She insisted for a long time 
that she had no vivid childhood memories of her father. 

It was some time before Rita revealed the full extent of 
her mother’s abusiveness. When she finally acknowledged 
that she had been brutally beaten by her mother through- 
out her childhood, I asked Rita if her father had ever wit- 
nessed these beatings, and what he had done about them. 
Rita remembered that her father had been present for many 
of the beatings and had done nothing at all about them. In 
fact, Rita remembered, he turned on his heel and walked 
out of the room when they were taking place. It was evident 
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to me that when Rita described her father as a “nothing,” 
she really meant that he had been of no use whatsoever to 
her in the terrible struggle of her childhood. I surmised 
that when I was unavailable to her during a crisis, it trig- 
gered, as Fairbairn would say, “a traumatic release” of the 
repressed “bad” relationship with her abandoning father. 
In the timelessness of the unconscious, I was her abandon- 
ing, completely useless father, and she was the desperate 
child, left to handle a monstrous reality all by herself. In 
this context, her defensive withdrawal from the prospect 
of future pain is quite understandable. Further, by cancel- 
ing her appointments at the last minute Rita was able to 
relegate me to the role of bereft and hapless victim and 
discharge into me the feelings of abandonment and dis- 
appointment that she needed so desperately to dispel. 

I eventually told Rita that I understood that even my 
temporary unavailability to her was intensely frightening, 
and that, at such times, it seemed to her as though I was 
completely useless, and that, moreover, I was an irrespon- 
sible, uncaring abandoner who would never be of any help 
to her. When she was seized by this kind of fear, she had 
no memory of the many successful efforts I had made to 
support, understand, and assist her in times of crisis. I was 
only an abandoner; I was, in fact, the incarnation of aban- 
donment. As such, I was a real threat to her psychic sur- 
vival, and she was bound to muster all available energy for 
a Massive counterassault. Rita immediately recognized the 
truth of this characterization of her inner state. “It’s true,” 
she said, “You become the abandonment. Nothing else.” I 
suggested to her that my unavailability to her when she 
was in great pain evoked an intense affective memory of 
her father’s dereliction. She was, in effect, reliving the ter- 
rible moment when her father turned away and left her to 
suffer another brutal beating at her mother’s hands. This 
interpretation helped Rita to manage her disappointment 
in me in a more constructive way. She was gradually able 
to discuss such feelings about me when they were provoked, 
and to avoid acting upon them in ways that grossly inter- 
fered with our work. 
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Jack 

Though Jack was generally able to recall and describe to 
me events in his life that had emotional significance for 
him, he was dismayed by his inability to feel anything at 
all about these events as he sat with me. There were some 
important exceptions to this rule, however. On one occa- 
sion, he cried during the session when he remembered the 
fear he felt as a child when he realized he had done some- 
thing to provoke his father’s wrath. He remembered hiding 
from his father in his tree, or under the table. When I re- 
marked that he must have felt terribly small, alone, and 
frightened at these times, Jack wrapped his arms around 
himself, raised his knees to his chest and began to cry and 
rock on my sofa. 

I felt buoyed by the emergence, during the hour, of the 
hurt and frightened child that Jack’s “false” heroic self 
served to conceal so effectively in every part of his life. 
This, I said to myself, was a sign of real progress in our 
relationship. However, during the next session, Jack com- 
mented worriedly on our disturbing lack of progress. He 
was sure it was his own fault, he said. He felt “like a slug’’— 
slow and stupid and unable to introduce anything of real 
importance in therapy. He wondered about my other pa- 
tients but was reasonably certain that he was the “worst.” 

“You must want to hit me,” he said, and then wished 
aloud that I would hit him and “get it over with.” He re- 
ported that he had dreamed of being beaten by me. 

I was struck by the temporal connection between his 
emotional “breakdown” with me and his feelings of doubt 
and shame and fear about our work together. I pointed it 
out to Jack, and asked whether these feelings were, in fact, 
reactions to the exposure of parts of himself that he had 
many grave doubts about. At this point, Jack described 
feelings of struggle and conflict that he was beginning to 
experience in between our sessions, as he realized that he 
had begun to look forward to seeing me. 

“I don't like that,” he said. “I tell myself, ‘You fool. You 
should know better.’ ” 
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Jack's feelings of doubt about our relationship repre- 
sented the transferential emergence of the antilibidinal ego 
and its relation to the “bad” rejecting parts of Jack’s par- 
ents. This childhood object relationship was activated by 
the triumph of the libidinal self as it momentarily made 
good on its longing to reveal itself and be “held” by me. 
The antilibidinal self was struggling to reassert its control, 
since it feared I was another “bad” object who, like Jack’s 
parents, would punish Jack for his vulnerability and need. 
I made this observation to Jack by noting that he had held 
and rocked himself the previous week, but may have been 
aware of a wish to be held and soothed by me. I said that 
I imagined that this wish frightened him a great deal, given 
his parents’ inability to tolerate this kind of longing for 
comfort, support, and love. 

Jack and I traversed this particular stretch of psychic 
territory many times in our work together. This was to be 
expected, since it touched at the very heart of his struggle 
with himself, and the world of objects he longed to join, 
but who, he believed, could never accept and love the “real” 
Jack. In the third year of our work together, Jack was able, 
for the first time, to feel and acknowledge sadness and anx- 
iety about the prospect of my impending month-long va- 
cation. He also had a dream at this time, in which he 
became aware of a wish to contact me during my absence. 
In the dream, he tried to phone me for help—something he 
had never done in reality. When he dialed my number, 
someone answered and informed him that I'd had to take 
a month’s vacation to escape from his excessive phone calls. 
As he stood there with the phone to his ear, another Jack 
came up behind him, and voiced the familiar reproach, 
“You fool! I told you to stop needing her.” However, he 
was also aware that yet a third Jack was hovering overhead 
and watching this scenario unfold. This Jack felt reasonably 
comfortable about making the call, and was not upset by 
the second Jack’s rebuke. 

It was always necessary, with Jack, to acknowledge the 
validity of the claims staked by both the libidinal and the 
antilibidinal self. This acceptance eventually reduced the 
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credibility of the antilibidinal self when it experienced me 
as a cruel depriver and tormenter. Over time, Jack gained 
immensely in his ability to override the fears of the anti- 
libidinal self and to gradually shed the false ‘‘superkid” self 
that was its representative in the world of objects. 


Principle Number Five: The healing environment must be 
characterized by an acceptance of individual rights, in- 
cluding the patient's right to protect the self against a 
well-intentioned therapist. 


Many alcoholic parents and enabling spouses exploit children 
by allowing them to take on roles and tasks that exceed their 
capabilities and by requiring them to consistently conform to 
parental need. The psychotherapist who treats adult children 
usually finds that a great many hours are devoted to helping 
patients escape their enslavement to a preoccupation with the 
needs of others. The uncovering and analysis of this preoccu- 
pation is an obvious means to this end, but it is not the only 
one. The therapist must also consistently demonstrate a regard 
for the patient's right to self-determination by remaining rig- 
orously respectful of the patient’s psychological and personal 
boundaries and by allowing the patient reasonable freedom to 
determine the course and pace of the psychotherapy. For ex- 
ample, while it is certainly necessary to identify instances of 
mistrust and defensiveness on the part of the patient, it is also 
necessary to convey an understanding and acceptance of the 
roots of such feelings and behaviors, and to refrain from an 
intensive assault on psychic fortifications as their nature be- 
comes clear. This principle must be observed even when a pa- 
tient’s defensiveness is turned against the well-intentioned, 
hard-working therapist. In order to construct a healing envi- 
ronment that is respectful of patient rights, the therapist must: 

Examine the destructiveness of the patient's important objects, 
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as this is tolerable for the patient, and provide explicit support for 
resisting abusiveness and neglect. 

As the alliance with a therapist grows stronger over time, the 
split-off libidinal self begins to show itself to the therapist. The 
core of the libidinal self is usually a hurt child, filled with frus- 
trated longing. This hurt child, whom the patient is reluctant 
to expose to others in his world, is aware of the pain that is 
aroused in relationships with exploitative and abusive family 
members, lovers, and friends. When a patient begins to reveal 
this pain, the therapist can take advantage of the opportunity 
to explore the toxic nature of particular relationships. As Woititz 
(1983) observed, adult children who have spent most of their 
lives in abusive, neglectful, and exploitative environments fre- 
quently fail to recognize that the treatment they are receiving 
from relatives, friends, and lovers is abnormal, destructive, and 
unacceptable. The therapist must often assist the patient in mak- 
ing these sorts of distinctions by identifying the bad behavior 
of others when it occurs and commenting on the pain and dam- 
age that it causes the patient. The therapist should always sup- 
port the patient's effort to resist exploitation and abuse by 
parents or anyone else. (Sometimes the patient can only resist 
in waking fantasies or in dreams. These efforts should also be 
recognized and applauded.) The therapist can offer this sort of 
support to patients by giving them “permission” to resist bad 
behavior by others, and by reflecting the guilt that they usually 
feel when they refuse to gratify unreasonable demands by others. 


Rita 
Rita was accustomed to accept enormous abuse and ex- 
ploitation from her mother and her (usually alcoholic) lov- 
ers. It was surprising to her when I first labeled her 
mother’s public outbursts at her as abusive. It was also 
several months before she would fully accept my judgment 
that her married lover was exploiting her by failing to make 
a commitment to her. She often asked, “Wouldn’t you make 
these kind of sacrifices for a man you loved?” She saw these 
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“sacrifices” as essentially normal even though her lover's 
repeated betrayals left her feeling suicidal and led to re- 
lapses on two occasions. She said that she would feel worth- 
less if she could not free her lover from his wife. 

Over the course of several months, I took several steps 
to help Rita extricate herself from these abusive relation- 
ships. I took advantage of every opportunity to elevate her 
self-esteem by praising her positive attributes and accom- 
plishments. I also explained to her that her mother’s bru- 
tality had made it hard for her to distinguish the normal 
give and take of a romantic relationship from the sort of 
abuse she was presently suffering at the hands of her lover. 
I observed that children often try to exercise control over 
their environments by denying the destructiveness in their 
parents and seeing themselves as bad and worthless. I 
pointed out that the principal sources of pain for her (her 
mother and her lover) were also the only sources of love 
and tenderness in her life, and that she was terrified of 
losing everything if she began to resist their miserable be- 
havior. (This brought her to tears, as she remembered the 
beatings she received from her mother as a child, and their 
anguished aftermath, as she anxiously awaited her moth- 
er's knock on the bedroom door.) Finally, I affirmed the 
appropriateness of her angry and hurt feelings as they grad- 
ually emerged in response to the excesses and betrayals of 
her mother and her lover. 

When the anger and the hurt did begin to surface, they 
frightened Rita very badly. I acknowledged the scariness 
of finally admitting that the badness was outside, and of 
resisting it and possibly alienating the only people with 
whom she felt any real connection. However, I also affirmed 
that she was being treated very badly, and that the abuse 
was crushing her spirit. I encouraged Rita to focus on her 
feelings of anger and disappointment as she was able, and, 
in this way, to gradually increase her tolerance for such 
feelings (and the experience of outer badness). As Rita did 
this, she began to have dreams in which she coldbloodedly 
murdered certain faceless women. | 

Around the time that Rita began to dream of committing 
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murder, her mother again humiliated her in front of her 
co-workers and a friend who was visiting Rita at the office. 
This time, Rita retaliated by grabbing an expensive clock 
from her mother’s desk and smashing it against the wall. 
She was so frightened by this incident that she temporarily 
withdrew from therapy. Yet she was also reassured by the 
fact that she had smashed the clock instead of her mother, 
and when her older brother criticized her for her “violent” 
behavior, she defended herself by pointing to her mother’s 
terrible treatment of her. This was the first time she had 
been able to feel justifiably angry with her mother, and 
shortly after this episode she was able to return to school 
and to perform well in her classes. She also separated from 
her married lover, and became more assertive with her 
mother about her financial needs and her wish to be treated 
respectfully at the office. Rita’s struggle with “bad” objects 
did not end at this point, but it was clear that she had 
released some of her internal “badness.” While there were 
many periods of anxiety, and extreme sadness after this, 
she never again spoke of feeling worthless or hopeless. 


The patients’ reaction to a therapist's effort to support active 
resistance to exploitation and abuse should determine how far 
such interventions are carried. It will be recalled that children 
who have been mistreated cope with intolerable levels of “‘bad- 
ness” in their parents by taking the badness into themselves and 
making it a part of their self-structure so that they feel in control 
of it. They are extremely fearful of letting these internalized bad 
objects loose, and filling their worlds with terrifying “devils” 
once more. They are also fearful of being left alone if they aban- 
don these archaic object relationships. The intensity of the fear 
experienced is in proportion to the amount of abuse the indi- 
vidual has suffered. Internalized bad objects are always released 
slowly, however, and the adult child must tolerate enormous 
anxiety in order to begin to view “badness” as something that 
may be external to the self. The therapist cannot force this proc- 
ess, but may only give small pushes and reassure the patient by 
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being a “good” (supportive, clam, strong) selfobject. When ther- 
apists demand that their patients quickly abandon their ties 
with destructive objects, they run the risk of repeating a crucial 
parental error. They may be asking patients to perform beyond 
their present limits. People who have spent their lives respond- 
ing only to the needs of others cannot surrender their false selves 
overnight. The therapist who gives in to disappointment and 
anger over a patient's “masochism” will probably be placing 
one more outrageous request in the overwhelmed patient's lap. 
Adult child patients are typically terribly disappointed in them- 
selves when they give in to exploitation and abuse. I try to ease 
their minds on such occasions by noting that the need to support 
and care for others can be a compulsion, just as alcoholism is a 
compulsion. Alcoholics are prone to relapse even during the 
course of a good recovery. Children of alcoholics should expect 
that they will also relapse, even when they are making good 
progress toward their own recovery. | 

Therapists often wonder how to proceed when a “bad” object 
relationship seems to threaten the patient’s very survival. Active 
intervention may be necessary in some cases—say, when the 
patient becomes actively suicidal or dangerously aggressive. 
However, psychotherapists who themselves come from alcoholic 
homes may at times overestimate the extent of the danger that 
a patient actually faces. This problem is discussed in chapter 7. 
Especially during the early stages of treatment, adult children 
are often entangled in so many bad object relationships that 
their lives are really nothing more than a series of desperate 
crises. When these terrible relationships provoke a sharp in- 
crease in internal conflict and suffering, or produce a sudden rise 
in active masochism or sadism, it can be very disturbing to the 
therapist. 

Patients may call the therapist with thoughts of suicide or 
criminal activity, or after relapsing, with psychoactive drugs. 
Some have called me in the midst of an abusive episode with a 
spouse. Such events are often best understood as instances of 
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traumatic release, or threatened release, of internalized bad ob- 
jects. One aspect of the self is rising to defend against powerful 
demons on the outside. As noted above, a patient’s condition 
may also worsen when split-off need states are suddenly exposed. 
In either case, the therapist probably gains most by avoiding 
the role of active combatant in the patient's psychic struggle. 
While an offer to intervene (to arrange an emergency appoint- 
ment, for example, or call a trusted friend or meet with a spouse) 
may be welcomed by the patient and serve to calm him, a threat 
to intervene may provoke further deterioration. This is because 
the patient, in an agitated and disoriented state, hears only the 
disapproval and disappointment that is contained in the ther- 
apist’s threat, and not the wish to protect the patient (See the 
case of Ed, under Principle Two). Thus, the therapist becomes 
another bad object with whom the patient must struggle. 

There are obviously occasions when the therapist must take 
charge, but it is usually best if one can maintain a supportive, 
and eventually an interpretive, stance with the patient. I have 
found it most helpful in these situations to remind patients that 
they are feeling terrible (and perhaps behaving terribly as well), 
because they are being used, or abused, or neglected, in ways 
that remind them of their childhood homes—and which fill them 
with the same feelings of hopelessness, worthlessness, and dread 
that they felt as children. I remind them that they are capable 
of feeling something else, and being something else when they 
are treated with respect and care. I offer them my belief that 
they will eventually find people who are able to respond to them 
with kindness and love. 

Accept defensiveness. A patient may become defensive toward 
the therapist if the therapist makes an error, or because of in- 
tense need states that patients experience and which threaten 
to jolt them out of their “inner citadels” (see Principle Four). 
Defensiveness is always expressed by means of a withdrawal 
from the active effort to cooperate in the work of the therapy. 
This withdrawal may take a variety of different forms, such as 
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the emergence of a false heroic, or antisocial self, or an active 
engagement with destructive objects outside of therapy. How- 
ever, it always represents the activation of a “bad” object re- 
lationship from the patient’s childhood, and hence is always 
transferential in nature. The therapist must be able to tolerate 
and, eventually, understand defensive maneuvers so that they 
may be calmly explained to the patient. Then, as the British 
Object Relations theorists counseled, the patient's withdrawals 
can become the basis for constructive regressions. 

Often, patients withdraw into an old, bad, object relationship 
immediately upon entering psychotherapy. Paul ended his first 
session by taking out his checkbook and explaining that he 
would like to pay me after each session. “I like to keep up to 
date on all my bills,” he said. He started to write the check, but 
before completing it, looked up once and stared at me for a 
moment with raised eyebrows. Then he returned to his task. As 
Paul tore the check from his book and handed it to me, I told 
him that he had seemed troubled by something as he wrote it, 
and asked him what he had been thinking and feeling when he 
looked up at me. “I was thinking that I'll probably end up paying 
you a lot of money before this is over,” he replied. “And I thought 
maybe you're just going to rip me off.” He quickly apologized 
for this heretical thought. Actually, it seemed a logical enough 
fear for someone who had been let down as many times as Paul 
had. I told him that it was natural for him to be afraid and to 
wonder if I would be like all the other people who had neglected 
and hurt him. 

A colleague saw one patient for a month before he disclosed 
that he was also being treated by another therapist. He had 
initiated both treatments at the same time, as a hedge against 
being left empty-handed should one therapist prove disappoint- 
ing. This patient had been essentially abandoned by his alcoholic 
father, who divorced the patient's mother, remarried, and sub- 
sequently lavished all his attention on his stepchildren. The pa- 
tient remembered feeling particularly devastated on the 
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occasion of a rare visit to his father’s new home, when he saw 
his father teach one of the stepsons a card game that the patient 
and his father had often played together on rainy weekends. My 
colleague pointed out to the patient that he had been terribly 
hurt by his father’s behavior, and that, even if he had to use his 
dad's strategy to avoid further pain, he was determined never 
to be left high and dry again. This colleague did not press her 
patient for an immediate decision, but suggested to him that he 
would win a great victory over his past by eschewing his father’s 
solution and making a commitment to one therapist or the other. 
In this way, he could begin to build the kind of solid connections 
with people that would provide the final answer to his gnawing 
anxiety about loss. 

One patient’s split-off relationship with internalized shaming 
objects was activated immediately upon his initiation of psy- 
chotherapy, and preoccupied him almost constantly during the 
early months of our work together. 


Mike 

Mike was the embodiment of the family mascot. The third 
child of an alcoholic father, he was reared by his parents 
and his siblings to be the charming and happy baby of the 
family, a happy distraction from the shame, fear, conflict, 
and disappointment that his father’s drinking produced. 
Mike remained very faithful to this role until he was fifteen 
years old, then, his father was killed in an alcohol-related 
car crash and Mike began to experience periods of mild 
depression, during which he shed the role of the carefree 
child. He would express feelings of anxiety about the fam- 
ily’s future and recurrent feelings of sadness and regret 
about his father’s death and the way alcohol had robbed 
him of his father years before it actually killed him. When 
Mike talked this way, he was told by his mother, or his 
older sisters, that he was a hypersensitive crybaby who 
always made mountains out of molehills. 

Mike entered therapy at age 30, after a friend observed 
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that his chronically depressed mood seemed to be pre- 
venting him from initiating relationships with women and 
taking the necessary steps to advance in his career. Mike's 
friend began taking him to Al-Anon at about the same time 
that he began to see me. During the first year of our work, 
Mike’s effort to share his memories of and reactions to his 
father’s drinking was disrupted again and again as he was 
overcome by the feeling that that he was wasting time in 
Al-Anon and wasting time and money in therapy. He re- 
peatedly expressed the fear that he was actually a reason- 
ably well-adjusted person who simply worried and thought 
too much about himself, and who only felt “sick” because 
everyone was telling him that adult children of alcoholics 
are always “sick.”' He could not shake the feeling that his 
family was right—that his lingering sadness reflected an im- 
maturity of character and that he was only giving into this 
babyish part of himself by exploring his “negative” feelings 
with me or with friends in Al-Anon. He added that delving 
into these feelings also seemed to deepen his depression, 
and that he feared that therapy was making him worse 
instead of better. He frequently spoke of wanting to leave 
therapy (and to move in with his mother, whom he visited 
weekly) but also said that he felt that this impulse came 
from some frightened part of himself. 

Throughout that first year Mike's wish to share his grief 
and fear with me—and to be comforted and helped by me— 
warred constantly with the powerful and deeply threatened 
antilibidinal self. In this regard, he was very much like 
Jack, and very much like many other adult children. The 
antilibidinal self, of course, wanted to isolate him in order 
to protect him from the possibility of any more bad object 
ties. It spoke with his mother’s voice, and that of his sisters, 
and warned him not to be a whiney baby. Mike was also 
afraid that therapy would deprive him of the bad object 
ties that represented his only truly significant emotional 
bonds. 

Naturally, it was difficult to hear that Mike’s pain was 
increasing, and that he took so little comfort from our re- 
lationship. However, I felt that, given the strength of his 
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family’s effort to suppress Mike’s emotionality, his antili- 
bidinal self was bound to be a formidable opponent of our 
work, and thus, the sort of fright that Mike felt was part 
and parcel of any effort to uncover the hurt child within. 
Further, it was clear that I could not comfort him very well 
until his fear quieted somewhat and he could take his eyes 
off the door long enough to make a real commitment to 
our work. I never felt impatient with the mercurial quality 
of Mike’s attachment to me. He was quite impatient with 
himself, however, and often berated himself for his inability 
to settle down and “do the work” that would help him. To 
join in this attack would only have made me another bad 
object who threatened the integrity of Mike’s self. Instead 
I observed that his struggles with his family around emo- 
tional sharing made his present struggle with himself quite 
understandable. I observed that alcoholic families fre- 
quently convey a powerful message to children that their 
needs for intimacy, support, and comfort are pathological, 
and I reassured him that, in fact, these feelings were a very 
human, and very valuable, part of him. I also applauded 
the courage he displayed in standing up to the part of him- 
self that wished to annihilate his needs, and remaining in 
therapy. 

Mike's active struggle with his antilibidinal self dimin- 
ished greatly early in the second year of our work. He began 
to joke about his wish to leave therapy and to move in with 
his mother. He visited his mother less frequently, and he 
began to recover and report important memories of his 
father’s drinking, and to explore the emotional impact of 
these events with me. 


While Mike was able to settle into our work within a year’s 
time, other patients may find it necessary (as Rita did on more 
than one occasion) to take a leave of absence from psychother- 
apy. I believe that the therapist should help the patient to un- 
derstand a compelling need to leave the therapy, but should not 
strongly oppose it. It is usually more important to respect a 
patient's right to protect the threatened core of the self and to 
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direct the course of her life than it is to continue the therapy at 
the moment. Comings and goings of this sort can actually be 
seen as a part of the process of psychotherapy. 

Defensiveness may take many forms. Some attempts to with- 
draw from the relationship are fairly transparent, while others 
are subtle and difficult to detect. 


Jack 
During one lengthy period of my work with Jack, I found 
that I often became unbearably sleepy during our sessions. 
I tried to link these recurrent episodes with either the con- 
tent of Jack’s associations or some other aspect of our in- 
teraction with one another, but I was unable to develop 
any compelling hypothesis. 

One day, Jack began the hour by describing his reactions 
to the previous session. It had been a particularly intense 
session during which he had talked, and cried a little about, 
the feelings of deprivation from his childhood. Jack said 
that after this session, he felt very drained. He drove home, 
walked out to the wooded area behind his house and sat 
down on a log and tried to think over the things we dis- 
cussed that day. As he sat in the woods, and thought about 
the session, he became terribly sleepy. 

I had begun to feel sleepy as soun as Jack started to talk, 
but this description of his experience with sudden intense 
fatigue jolted me to full consciousness. I asked if he had 
ever felt this way during our sessions, and he replied, “Oh 
yes, all the time.” I asked him to describe the kinds of 
thoughts and feelings that occurred to him when this sleep- 
iness washed over him, and he explained that he often 
imagined himself being held by his tree at these times— 
the tree that he had run to as a child, when he was full of 
fright or hurt or anger that could not be expressed to his 
parents. 

While empathy often occurs on a relatively intellectual 
plane, therapists may also apprehend a patient's inner state 
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in a very primal way. I actually experienced Jack’s need to 
flee from the possibility of shared emotionality. 

Further, I experienced it in much the same way that he 
experienced it, as a painful, yet very nearly irresistible urge 
to withdraw from consciousness. I explained to Jack that 
he was afraid of feeling deeply in my presence, since his 
parents had punished, or ignored signs of emotional vul- 
nerability in him, and there was some possibility that I 
would behave in the same way. Therefore, he had to remove 
himself from me when he was full of feeling. Logically 
enough, he escaped to the only reliable source of comfort 
that he had ever known, the strong and loving old tree that 
grew in the backyard of his childhood home. Jack was, as 
always, embarrassed by his retreat from me, but I contin- 
ued to emphasize that this was a natural response to past 
hurts and disappointments. 

Jack was frequently tempted to flee to his tree during the 
course of our work together. Once we understood that this 
was happening, however, he was usually able to avoid a 
full scale withdrawal. Instead, he would say, “I want to go 
to the tree right now.” This was my cue to concentrate on 
the character of his immediate emotional state, so that I 
could share in it, and so that he might be held by my 
empathic understanding, and be supported, for once, by a 
fully human selfobject. 


The adult child’s turn to new object relationships is always 
gradual. Portions of the self are slowly withdrawn from the bad 
object relationships and slowly “handed over” to the therapist. 
The therapist cannot force this process. Imploring or com- 
manding patients to change only re-creates the traumatic pres- 
sure to exceed one’s limits that is characteristic of the alcoholic 
home. As adult children progress through psychotherapy, they 
necessarily fluctuate between states of withdrawal, constructive 
regression, and actively expressed need for the therapist. There- 
fore, the therapist must alternately affirm patients’ rights to 
expect normal amounts of warmth and caring, and the legiti- 
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macy of their needs to retreat, at times, from those who seem 
to offer it. 


Summary 


Psychotherapy heals and strengthens the self of the adult child 
insofar as it redresses the important failings of the alcoholic 
home. When the therapist provides a stable, emotionally re- 
sponsive, and emotionally open environment for these patients, 
they are gradually able to reveal their repressed and split-off 
needs for calm, strong, mirroring selfobjects. However, the in- 
itial emergence of these needs badly frightens most adult chil- 
dren who enter therapy, and they unconsciously erect powerful 
barriers to further exposure of these long-buried parts of the self. 
Patients’ defensiveness may appear as aggressiveness, self- 
destructiveness or hopelessness,” or may involve some form of 
abandonment of the therapist. These sorts of withdrawal from 
active cooperation with the therapist may also be provoked by 
therapist's errors, or by some traumatic disappointment that 
occurs outside of therapy. In any case, the therapist must be 
able to tolerate these periods of fragmentation until their mean- 
ing can be divined and the selfobject needs at their base can be 
explained to the adult child. If the selfobject needs remain buried 
because the therapist cannot tolerate the means used to defend 
against them, they will retain their power to deplete the self and 
to maintain active self-loathing. 


Note 


1. Though Al-Anon does press its members to recognize that they are 
making “sick” responses to an unhealthy family situation, I believe that 
this further weakens the adult child's self-esteem, which is already at 
a critically low level. When adult children tell me their behavior is 
“sick,” I reply that they are doing the things that they needed to do as 
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children to survive psychologically (and sometimes physically) in an 
alcoholic home. That is, these behaviors (rescuing, retreating, hiding, 
and fighting, for example) were adaptive at one time. The very existence 
of these behaviors, I explain, is a testimony to the patient's strength 
and ability to defend himself. I also explain that now that the patient 
is grown and out of the parental home, the behavior must change so 
that new, more constructive and rewarding relationships can be built 
with partners who are not actively alcoholic. The process of change is 
necessarily slow and painful. Like the evolution of the self in recovery 
from alcoholism, the change and growth of the self in adult children 
iS a process, not an event. 


7 


WHEN THE FAMILY HERO 
TURNS PRO: 

THE ADULT CHILD 

IN THE 

HELPING PROFESSIONS 


May CHILDREN from alcoholic homes sacrifice a 
substantial portion of their selfhood in order to minister to the 
physical and psychic needs of their parents, or parent- 
surrogates. They are moved to this sacrifice by love and com- 
passion for their parents, by their fear of losing their parents, 
and by their longing for a satisfying, sustaining self-selfobject 
relation (see chapter 4). They also greatly prefer the role of a 
strong helper to that of a dependent, fearful child. Vulnerable 
aspects of the self are therefore split off, and most of the time 
are unavailable to conscious awareness. Some of these children, 
when they are grown, extend their largess to the wider com- 
munity by entering the helping professions. A sizable number 
of these instinctive helpers choose to specialize in the treatment 
of chemically dependent individuals and families. They often 
bring to their work an extraordinary capacity for empathy, and 
their will to restore the suffering alcoholics and their codepen- 
dents can become the basis for the very qualities of hope, cour- 
age, and dogged perseverance that are indispensable to success 
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in this field. However, in the adult child whose heroic role armor 
has not been pierced by self-analysis, supervision, or psycho- 
therapy, this will to restore usually operates as a compulsive, 
destructive force. Fueled, in large measure, by fear and flagging 
self-esteem, it may actually interfere with the process of 
recovery. 


The Heroic Therapist’s Will to Restore: Clinical 
Ramifications 


The hero, once again, is the unfailingly “good” child in the 
alcoholic family, who, like Jack, accepts the standard of re- 
sponsibility when it falls from the hands of the drinking parent 
and the enabling spouse. As the disease of alcoholism progresses, 
and the family situation deteriorates, the hero’s burden of re- 
sponsibility and fear increases, and the unconscious longing for 
a healthful, supportive self—selfobject relation intensifies. Even- 
tually the hero's possibilities for transcending the narrowly de- 
fined familial role of selfless helper are seriously eroded. This child 
often becomes as compulsively devoted to the restoration of the 
family as the alcoholic is devoted to the pursuit and use of 
alcohol. 

If the will to restore is an important guiding principle in the 
life of the hero, it will doubtless emerge as crucial to the attitudes 
and approaches that the heroic therapist brings to his profes- 
sional functions. It is likely to be repeatedly evoked in those 
situations in which the therapist's work requires daily confron- 
tations with the disease of alcoholism, and it should be especially 
powerful where the therapist's own life as a hero remains es- 
sentially unexamined and the need to restore is unrecognized, 
and thus beyond conscious control. The clinical phenomenon 
most commonly associated with the will to restore is an im- 
patient ‘‘rush to recovery” by the therapist. The therapist whose 
self-esteem and sense of emotional safety depends on the pa- 
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tient’s restoration to wholeness is often intolerant of the lengthy 
and inevitable periods of withdrawal, fragmentation, and 
regression that precede recovery, and will often attempt to ab- 
breviate or evade these painful phases. Heroic therapists are 
particularly apt to block patients’ expressions of hopelessness, 
panic, and rage, since they associate such feelings with the pos- 
sibility of loss or agonizing conflict with the object. They know, 
from experience with their own parents, that these intense af- 
fects usually signal real trouble in that they may lead to physical 
abusiveness, relapse, or other destructive behaviors. It is most 
important to understand that, in the heroic therapist's family 
of origin, emotionality and conflict never came to a good end. 
When these therapists move to prevent an explosion of feeling 
in a psychotherapy session, they are recapitulating a scene from 
childhood in which an understandable attempt was made to 
fulfill role expectations, to avoid loss and feelings of intense fear 
and failure, and to curtail parental destructiveness. While the 
abridgement of emotionality was an adaptive maneuver in child- 
hood, however, it is likely to hinder rather than facilitate re- 
covery when it is practiced by a therapist. It should, in fact, be 
regarded as a member of the broad class of enabling behaviors. 

It may be helpful to consider some clinical vignettes that il- 
lustrate the unconscious suppression of explosive affect by a 
clinician and its deleterious effects on the course of therapy with 
chemically dependent and codependent clients. The first vi- 
gnette describes my own painful experience with a highly self- 
destructive narcotics addict; the second details a blockage in 


the work of a supervisee who was treating a suicidally depressed 
adult child. 


Jeremy 
Jeremy was a 27-year-old man who had been addicted to 
prescription narcotics since the age of 18. The onset of his 
addiction was associated with his release from a state men- 
tal hospital, where he had been a patient since the age of 
16. Prior to his commitment, Jeremy had spent two years 
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in a private psychiatric hospital. He was transferred to the 
state facility when his parents’ insurance benefits were 
exhausted. 

Though Jeremy was a frequent runaway prior to age 14, 
there seems to have been no very good psychiatric reason 
for his institutionalization. He was a highly intelligent and 
resourceful youngster running from a sexually abusive 
father and an intensely envious, rageful mother who held 
him up to constant ridicule and humiliation. His parents 
made the decision to hospitalize him when they decided to 
separate. In retrospect, it seems as though they may have 
been scapegoating him for the failure of the family as well 
as seeking an alternative, low-cost solution to the problem 
of child care and supervision. (Jeremy's younger sister was 
sent away to private school at the same time.) 

Jeremy's mother visited him once during the four years 
of his hospitalization; his father never visited him at all. 
Abandoned to, and suddenly dependent upon, the care of 
strangers, Jeremy was at first disconsolate. He cried much 
of the first week. Afterward, however, he made a conscious 
decision to steel himself to all present and future terrors. 
He told himself, “I will not cry, and I will not be afraid.” 

This bravado served him well in the hospital environ- 
ment, where his outrageous pranks relieved the tedium and 
quiet desperation of his mates. His toughness and ability 
to endure also enabled him to survive racial harassment 
and violence in the state hospital and to successfully resist 
a mistaken attempt to subject him to electroconvulsive 
shock. No lamb to the slaughter he, Jeremy hurled a chair 
in front of the door to his room when told that he had been 
scheduled for shock treatment, and began to scream for his 
doctor. He continued to scream until the doctor arrived 
and corrected the wrongful order. 

Though Jeremy survived the hospitals as well as, if not 
better than, many others might have, he walked away with 
a profound inner emptiness and deep sense of worthlessness 
because of his abandonment by his parents and his feeling 
that he must have done something to warrant the loss of 
their love. Heavily tranquilized during his four years of 
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hospitalization, he also walked away with a deep depend- 
ency on mood-altering drugs. Jeremy expended enormous 
effort in his post-hospital life trying to overcome his fun- 
damental distrust of others in order to build a relationship 
that might answer his sense of emptiness. However, he was 
helplessly ensnared in the “infinite loop”: Each new love 
proved to be a compulsive abandoner somewhat worse than 
the last. Jeremy responded to each new experience of dis- 
appointment much as he had the first, with a determination 
not to grieve, and displays of bravado that, over the years, 
became increasingly antisocial and self-destructive. For ex- 
ample, his dependence on prescription narcotics and his 
supreme delight at conning physicians into writing pre- 
scriptions for him grew into an addiction to Dilaudid and 
eventually, heroin. Further, he felt compelled to haggle 
with, challenge, and curse the biggest and most dangerous- 
looking street-corner dealers. He began to shoplift, and to 
steal from his employer. The money that he made from 
these activities was sometimes used for drugs, but more 
often, given to friends. 

Jeremy's most frightening binges of drug abuse, aggres- 
sion, and thievery would occur after a woman had disap- 
pointed him. For this reason, my spirits would plunge when 
he would initiate one of these hopeless relationships. I 
would feel my own panic mount as he became increasingly 
rageful about each betrayal by his new lover, and as he 
began to consciouly contemplate, during his sessions, the 
prospect of a binge to relieve his inner turmoil. I deeply 
feared that Jeremy would be arrested and imprisoned 
(which I thought might lead him to become suicidal), or 
that he would be beaten and left for dead by an angry 
dealer, or that he would overdose or perhaps inject air into 
his veins (a frequent fantasy when he held a syringe and 
needle in his hands). My fears were accompanied by feel- 
ings of helplessness and self-doubt concerning my ability 
to assist him. 

I usually responded to this complex of emotions with a 
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flurry of activity. Jeremy refused to enter inpatient treat- 
ment for his addiction, since he felt that hospitalization 
would signify a capitualation to his parents’ efforts to lo- 
cate their illness in him. Therefore, when he was in the 
midst of or on the edge of a binge, I would help him devise 
plans to remove himself from the immediate source of his 
unbearable feelings by putting him out of touch with the 
woman who was troubling him. Jeremy had a very con- 
structive friend who lived some miles out of town. This 
“good” object was always glad to put Jeremy up for a few 
weeks, and his obvious caring for Jeremy had a most sal- 
utary effect on Jeremy’s shattered self-esteem. This friend 
often lectured Jeremy, making explicit references to his 
considerable waste of intellect and talent. I would refer 
Jeremy to his friend when my attempts to interpret his 
dilemma failed to quiet him. If he refused to effect the 
“geographic solution” I would usually end up lecturing him 
myself. This represented a considerable departure from my 
usual therapeutic attitude, which relies heavily on the res- 
torative powers of empathy and the calm elucidation of 
inner conflict. When I found myself in the middle ofa lecture, 
I understood that I was in trouble. 

Jeremy lived with his mother, and one night, in the mid- 
dle of a prolonged binge of chemical abuse, and after an 
extended period of emotional chaos between Jeremy and 
his latest lover, his mother challenged his self-destructive 
behavior in a manner that strikingly clarified the dynamic 
beneath my own ill-fated attempts to save Jeremy from 
himself and, coincidentally, suggested a rationale for his 
inability to save himself. At about 2 A.M., Jeremy tele- 
phoned a friend and made plans to go downtown with him 
to purchase some heroin. Jeremy's mother, who had been 
listening to the call on an extension phone, ran into the 
living room and begged him not to leave the apartment. 
They argued, but Jeremy was determined to go. 

When logic failed, when threats failed, Jeremy's exas- 
perated mother grabbed a dinette chair and threw it in 
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front of the door. Needless to say, this gesture was also in 
vain, but in Jeremy's account of his mother’s behavior, I 
heard an echo, not just of my own fears, but of the des- 
peration and panic he had felt in the hospitals, where he 
too, had once thrown a chair. 

I asked if he had felt scared about the plan to buy the 
heroin, and he replied that he had not. He had only felt 
angry at his mother for trying to stop him. I then told him 
that I had felt very frightened by his plans and his behaviors 
on several occasions, as his mother apparently did, and 
asked if he had ever felt this kind of deep fear about his 
own survival. Jeremy became thoughtful and spoke of two 
occasions which had so terrified him. The first involved an 
act of sexual abuse by his father, and the second, of course, 
was the time he had been threatened with shock. He be- 
came very upset when speaking of these two incidents; his 
voice lost its customary tone of anger and defiance and 
becoming sad and small. I understood, then, the continuing 
importance and impact of the vow Jeremy had made during 
his first week in the hospital, when he said, “I will not cry 
and I will not be afraid.” He had banished (split off) his 
terrible fears and his deep emptiness in the certain knowl- 
edge that he could not afford them in the hostile environ- 
ment of a psychiatric institution, and he was continuing to 
keep them at bay with the same brand of reckless and 
counterphobic daredeviltry that he had practiced back 
then. At the same time, his mother and I, like countless 
other codependents down through the ages, were caught 
up in his furious effort to avoid a confrontation with his 
deepest hurt. We were moved by our abiding, but mis- 
guided belief that the experience and expression of painful 
feelings must always lead to disaster for the ones we love 
and arouse feelings of shame, failure, and hopelessness in 
ourselves. So, we protected Jeremy from his true feelings, 
by experiencing them for him. We felt the terror—the sense 
of impending disaster and irretrievable loss that he was 
determined not to feel or remember. In our terror, we 
barred the door and tried to wrestle his compulsion to the 
mat. In doing so, we became the enemy, and Jeremy was 
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able to take refuge in the anger and defiance that he had 
determined to substitute for feelings of terror and 
abandonment. 

To alter this unproductive pattern, I had to recognize 
that in my own desperation to see Jeremy well and free of 
the awful feelings that fed his compulsion, I was coercing 
healthful solutions to self-destructive urges. Further, I had 
to accept that such solutions were temporary at best. At 
worst, they communicated a fear of the dark feelings that 
lay beneath these urges rather than the understanding and 
acceptance that was necessary to assuage these feelings. 
Further, my panicky maneuverings indicated a lack of faith 
in Jeremy's ability to tolerate his feelings and work them 
through. This deepened his sense of isolation and also did 
further damage to his self-esteem. 

I was eventually able to integrate my new understand- 
ings into my work with Jeremy. I continued to reflect and 
to ask about his panic and his sadness. I was able to avoid 
constructing alternatives to his binge behavior because, as 
he was able to describe and actually feel his terror of losing 
control, he was motivated to construct these solutions him- 
self. I should add that this development was a long while 
in unfolding. He had been deeply opposed to exploring the 
feelings of panic and loss from the outset of therapy, and 
strongly resisted my attempt to amplify these themes in 
our work. However, my victory over my own fear of his 
pain and my helplessness helped him to accept his emo- 
tional vulnerability. When he finally did so he was also able 
to more fully acknowledge the seriousness of his problem 
with drugs. He entered an inpatient detoxification pro- 
gram, and then, a rehabilitation center for chemically de- 
pendent individuals. He eventually joined Narcotics 
Anonymous. 


I have also seen the will to restore affect the work of many of 
my consultees and supervisees who are the adult children of 
alcoholic parents. They, too, often seem compelled to stifle the 
expression of affect that must emerge in the course of a successful 
recovery. 
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David 
In one case, an adult child under my supervision treated 
an extremely depressed and masochistic middle-aged man 
who was himself the adult child of an alcoholic mother 
who had died from the complications of her disease. David 
made three unsuccessful attempts at suicide during his 
twenties and thirties, and when he entered therapy, was 
facing a combination of vocational, physical, and familial 
problems that were rekindling these feelings of despera- 
tion. Though he was terrified of intimacy and had been 
socially isolated for years, David was able to respond to 
the concern and skilled intervention of my supervisee, and 
formed a strong bond with her. 

As his trust in her increased, he was able to share the 
depth of his despondency with her, and began to use his 
sessions to talk about his intense feelings of worthlessness 
and his wish to die. He also revealed that he had been 
stockpiling the sedatives that had been prescribed for his 
insomnia. These revelations represented an investment of 
profound faith in the therapist and were a mark of real 
progress in the work. However, the therapist—who had 
grown up with an alcoholic, depressed mother—was 
greatly disturbed by her patient's feelings and blocked 
them at every turn. Abandoning empathy and cooperative 
exploration, she argued with David as to whether his sit- 
uation was truly hopeless; and though she had spent count- 
less hours working with him to help him overcome his 
attitude of masochistic self-sacrifice toward his family, she 
now began to tell him he must give up the option of suicide 
in order to ensure their future well-being and happiness. 

The therapist was well aware that she had lost the em- 
pathic thread at this point, and she knew that she was 
conveying an attitude of disappointment and disapproval 
toward her client that served only to heighten his feelings 
of isolation and failure. She felt compelled to persist in this 
behavior, however, as if to smother his despair with her 
hope. Undoubtedly, this was a strategy she had developed 
in an effort to deal with her own mother. When this ther- 
apist brought her dilemma to supervision, I suggested that 
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she fight her patient's depression, not by beating it to death, 
but by reestablishing the empathic bond and thereby re- 
ducing his sense of isolation and rejection. I pointed out 
that David had good reason to feel terrible, and that it 
would be meaningful and uplifting to him if she could do 
what his parents had never been able to do—acknowledge 
and accept his pain and weather it with him. 

Of course, the therapist was well aware that despair must 
be expressed and shared before it can be resolved, but it 
was very hard for her to allow this phase of the therapy to 
unfold. Her compulsive will to restore her client to a state 
of balance and ease played havoc with her usually excellent 
clinical judgement and execution. 


Summary 


The British theorists, and Kohut, have taught that psycho- 
therapy should provide a secure, accepting environment in 
which split-off and at times chaotic and desperate parts of the 
self are free to reveal themselves. These regressions represent 
a necessary emotional surrender to the therapist for holding 
and soothing, and they are an important aspect of the healing 
process. This is especially true where emotional deprivation 
has been severe and the psyche is pervasively split. The task of 
the therapist is to respond to the needy and desperate parts of 
the self in such a way as to correct original parental failures. 

The alcoholic parent and the enabling spouse have typically 
failed their children in many ways. However, their inability to 
tolerate, let alone accept and understand, their children’s suf- 
fering is usually a key failure. Many children of alcoholics are 
raised in a condition of constant threat, and are subject to in- 
tense and disturbing affects of every variety. They are forced, 
however, to split off their panic, and their overwhelming sad- 
ness, and their feelings of humiliation and despair must be dis- 
posed of in similar fashion. This is because alcoholic parents, 
and their alcohol-preoccupied partners, are engaged in a des- 
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perate struggle with demons of their own, and have little time 
or inclination to listen to their children’s pain. They simply do 
not have the psychic resources to soothe a child, or to say “Tell 
me about it,” and to work toward a resolution of frightening 
feelings. Children of alcoholics understand that they cannot 
manage their intense feelings by themselves, and they become 
frightened of the emotionally turbulent and needy parts of them- 
selves, which they consign to the unconscious. Adult children of 
alcoholics also learn to equate emotionality with the onset of 
destructive behavior in their parents, and this tends to reinforce 
the unconscious resolution to avoid intense feeling. 

Thus, many children of alcoholics enter adulthood estranged 
from their own emotional reality, and hopeless as to the poten- 
tial of human relationships to soothe and strengthen the self. 
Therapists who seek to correct these deficits must be relatively 
free of such problems themselves. Indeed, they must be able to 
stimulate, as well as tolerate, the reemergence of split-off and 
intensely distressed aspects of a patient’s self. These reemerge 
as the therapeutic alliance develops, and the heroic therapist, 
with a deep commitment to the recovery of dependent and co- 
dependent clients, and with a profound understanding of the 
nature of their struggle, may easily inspire the confidence that 
is necessary to strengthen this alliance. The heroic therapist 
may falter, however, as the alliance bears fruit and the patient 
begins to experience, and attempts to share, these parts of the 
self that have been hidden and feared since early childhood. 
The therapist, like the patient, may fear the destructive poten- 
tial of intense emotion, and may abhor the arousal and expres- 
sion of deep emotional need in others that can awaken the 
hidden longings of the self. If so, then she is likely to hinder 
recovery by employing obstructive maneuvers that she once 
used to restore the false harmony of the alcoholic family and 
of the self. 

The real goal of psychotherapy is not to eliminate painful 
affect, or eradicate patients’ dependency needs, but to foster a 
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sense of psychic integrity and hope. This is accomplished when 
frightened, lonely parts of the patient's self are allowed to be- 
come conscious, and accessible to the soothing, strengthening, 
and moderating influence of healthful human relationships. 
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